








/ LIZ 
y ty 











Vol, XXVIII 


1947 


APRIL, 











ONT 


——a 
ew 








~~ 













I 
THE beginnings of Catholic hospital 
activity in what is today continental 
United States, are lost amidst the his- 
torical ambiguities of the closing decade 
of the eighteenth century.* We can de- 
fne almost to the moment, the begin- 
nings of Catholic hospital activity in 
Mexico and in Peru. We can describe 
with the vividness of a drama enacted 
before our eyes, the cradling of the 
Hotel Dieu of Quebec and of the Hotel 
Dieu of Montreal, but, strange as it 
may seem, we can point to no particular 
moment when Catholic hospital activity 
really began within the borders of our 
present forty-eight states. The Sisters 
of Charity of St. Vincent de Paul took 
over the conduct of Charity Hospital, 
New Orleans, in 1786, but, as is still 
tue today, the Hospital is owned by a 
lay board and the Sisters direct the 


nursing service only. Twenty-three 
years later in 1809, the French 
Hospital in New York City was 


opened. This hospital is today con- 
ducted for a lay board of trustees by 
the Marianites of the Holy Cross. In 
1828, a hospital was founded in St. 
louis, Missouri, by the Daughters of 
Charity of St. Vincent de Paul and it is 
this hospital which claims the proud dis- 
tinction of having been the first Catho- 
lic hospital still extant and still per- 
forming its mighty and impressive duty 


‘The writer wishes to acknowledge his indebtedness for 
many details in this paper to Sister Mary Innocent for 
putting at his disposal a summary of the history of 
Mercy Hospital, entitled “Footprints of a Century,” as 
well as a summary of the lives of Mother Catherine 
McAuley, Mother Francis Xavier Warde, and of the 
Most Reverend Bishop Michael O’Connor, prepared in 
conection with the centenary celebrations. 
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of charity down to our own day. There 
intervened between the years 1828 and 
1847, the foundation of the City Hos- 
pital of Mobile, Alabama, conducted by 
the Sisters of Charity of St. Vincent de 
Paul (1830); the foundation of St. 
Joseph’s Infirmary, of Louisville, Ken- 
tucky, by the Sisters of Charity of 
Nazareth (1836); the foundation of 
St. Joseph’s Hospital in Lowell, Massa- 
chusetts, by the Gray Nuns of the 
Cross of Ottawa; finally, in 1847, 
we reach the moment of the founda- 
tion of that hospital which, on May 


12, 1947, will commemorate _ the 
centenary of its foundation, Mercy 
Hospital of Pittsburgh, Pennsylvania, 
under the direction of the Sisters 


of Mercy, the first of the hospitals 
founded by the Sisters of Mercy in the 
United States, the first Catholic hospi- 
tal, still extant, to be erected in the 
eastern states and the starting point in 
place and time of a mighty Order of the 
Catholic Church whose members have 
touched with brilliant competence and 
in the spirit of a glowing spirituality, 
every interest of the Church in the 
United States, every interest of souls, 
and, surely, every interest which ema- 
nated from the great Heart of God. 
One is bewildered as one attempts to 
write one’s impressions — for here little 
more can be done — of the pioneering 
history of intrepid nuns who braved the 
dangers and difficulties of a religious 
frontier that was no less burdensome 
with its anxieties and worries than was 
the geographical frontier of colonial 
and post-colonial days. One is embar- 
rassed by the wealth of suggestive ma- 
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terial with which one is surrounded as 
a person begins an historical narration 
or a cultural appraisal or a professional 
evaluation of an institution such 
Mercy Hospital. Mighty personalities 
walk across the background of Mercy 
Hospital’s impressive stage — Cardinal 
Wiseman, Cardinal Cullen, Mother 
Catherine McAuley, Bishop Michael 
O’Connor, Mother Francis Xavier 
Warde. Mighty events transpired in the 
background of Mercy Hospital. We 
were at war with Mexico; feverish 
plans were in preparation for the west- 
ward trek into the southwest, particu- 
larly into New Mexico and _ into 
California; we had just reached our 
agreement with Great Britain regard- 
ing the disposition of Oregon territory; 
the dynamic gospel of America’s destiny 
to expand from ocean to ocean was in 
the air and inflamed economic and polit- 
ical thought under the leadership of the 
Democrats under General Polk; the 
rivers were still the chief avenues of 
communication but the railroad had al- 
ready penetrated the Alleghenies; the 
preliminary stirrings of the Civil War 
made uneasy the hearts of patriots, and 
the slavery question, especially as ap- 
plied to the new lands, acquired or to 
be acquired, was already forecasting 
the bloodshed of a future decade; the 
nation looked westward; the north 
feared to look southward and the south 
began to fear to look northward; and 
so, a gateway to the west in those days, 
Pittsburgh on the mighty Ohio River, 
was the key to the national psychology. 

Mighty developments in the expan- 
sion of the Catholic Church cast a 
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First Permanent Mercy Hospital, May 10, 1847. 


glow of crusading enthusiasm over 
the pioneering spirit of the early 
nuns and priests and lay _ people, 
even though, in 1847, there were 


already perceptible, the emphatic but 
as yet subdued murmurings of the 
outburst of hatred and bigotry which 
was to disgrace the memory and the 
history of the subsequent two decades 





through “Know-Nothingism.” In Pitts 
burgh itself, a great religious leader 
lifted up his voice as teacher and 
preacher, as social worker, and as 
prophet and in the great succession of 
institutions, of churches and schools, his 
works of piety and charity which his 
zeal drew forth from nothingness, there 
was created one of the greatest dioceses 


Air View of Mercy Hospital of Pittsburgh in 1947. 
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resources and dynamic vigor impor 
to that diocese by its first Bishop, 
It is difficult to refrain from super! 
tives when looking back upon that by 
a century ago. The superlatives woy 


have to be justly applied to world fy 


ures and world events no less than; 
American figures and American evey 


because it was the time 


in states and dioceses cor 
ducted by the Sisters of Mercy, all 
whom in this country are the spiritu 
children of Mother Francis 


Warde and all of whom owe their re 


gious vocation, next to God and ney 
to Mary, no doubt, to the inspiration 
and the 


and prayers and motives 
sanctity of Mother Catherine McAule 
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in American Church history, a digg 
which lives even today on the accry 


when thy 
ground which had been in preparati 
during half a century of post-coloni; 
history showed its results in culture, i 
industry, in learning, in education, j 
politics, in science. Such was the m 
ment chosen by Providence for th 
planting of the seed that was to becom 
not merely the Mercy Hospital of Pitt 
burgh but the eighty-seventh hospitd 
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II 

To anyone who has knelt prayerfully 
at the grave of Mother McAuley in that 
institution in Baggott Street in Dublin 
which Mother McAuley first founded, 
there can be no doubt about the source 
fom which Mother Francis Xavier 
Warde derived her inspiration and 
strength, her heroic sanctity, her in- 
domitable progressiveness, her imper- 
turbable self-discipline, her unshakable 
confidence, her vivid, her all but bliss- 
ful enthusiasm for the cause of Christ, 
His Church, and His souls. Mother 
McAuley was the channel through 
which there flowed to Mother Francis 
Xavier’s soul and heart, the rich out- 
pourings of God’s grace and the wealth 
of those influences which, even as hu- 
man aside altogether from her super- 
natural and spiritual character, made 
her the person she was; a person who 
was not content merely to take from 
Mother McAuley’s hands the talents of 
her rich endowment but who worked 
with that endowment not merely to pro- 
duce a tenfold but a hundred- and thou- 
sandfold return for her who had been 
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Chapel of the School of Nursing, Mercy Hospital, Pittsburgh. 


her spiritual mother and who had en- 
trusted to Mother Francis Xavier, the 
care of her dearest nuns, the product of 
the earliest days of her spiritual moth- 
erhood for the new Order which she 
had founded under the glowing sun of 
her native Ireland and upon its verdant 
sod to blossom and flower and fructify 
the daughters of her native land as 
self-sacrificing apostles for Christ. 
Mother Catherine McAuley and Mother 
Francis Xavier Warde were of one 
mind and one heart. When Mother 
Catherine McAuley, then as yet not a 
Religious technically, repaired to the 
novitiate of the Presentation Sisters to 
comply with the prescriptions of Canon 
Law for a novitiate under the care of 
an older Order, she left Mother Francis 
Xavier Warde in charge of Baggott 
Street and thus achieved firsthand 
knowledge of Francis Warde’s capacity 
in the conduct of an institution even 
though that institution should be beset 
with countless difficulties in moments of 
special trial and when Mother Cather- 
ine McAuley selected the nuns who 
were to proceed at Bishop O’Connor’s 
invitation to the New World to spread 
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the new Religious Congregation in the 
United States, she entrusted her first 
apostles to the prudent guidance, the 
tactful but strong leadership and to the 
spiritual direction of Francis Warde. 
Mother Catherine McAuley trusted 
Mother Warde. She used her for her 
great purposes. It her many a 
moment of sacrifice but she was large 
minded enough to know that her own 
predilection and preferences counted 
for nothing in the face of the great 
work which Mother Francis Xavier 
Warde would be able to accomplish. 
One cannot but think of an historical 
parallel, the mission of Francis Xavier 
to the Indies under orders from his 
chief, Ignatius of Loyola. As Xavier 
had his Loyola, so Francis Xavier 
Warde had her Mother McAuley. The 
parallel could be expanded into many 
a page of psychological study. 


cost 


Ill 
As one reads of the exploits of those 
who crossed the Atlantic in slave ves- 
sels in those days one hundred years 
ago, one’s astonishment grows over the 
fact that so little attention seems to 





have been given to the time of the year 
when such voyages were undertaken. 
Mother Francis Xavier Warde, with six 
companions, left Baggott Street on All 
Souls’ Day, 1843, expecting to make 
the North Atlantic crossing during 
what was usually regarded as one of 
the roughest periods of the year. By 
November 8, they were ready to sail 
from Liverpool on “The Queen of the 
West.” With them, there traveled 
Bishop O’Connor who had just been 
consecrated as the first Bishop of Pitts- 
burgh and who, at that time only thirty- 
three years of age, had formed great 
plans for the development of his new 
diocese. There were also with him and 
with the Sisters, a young priest just 
ordained in Rome for the new Diocese 
of Pittsburgh and six students. They 
landed in New York on December 10, 
1843, after spending a rough month on 
the ocean and, finally, four days before 
Christmas, on December 21, they 
reached Pittsburgh. Work began in 
earnest. Plans had to be made for the 
new activities; two houses were pre- 
pared for occupancy, cleaned and fur- 
nished; catechism instruction in the 


HOSPITAL 








PROGRESS 





April, 199 

















NYT ip 
= 





Library, Nurses’ Home, Mercy Hospital, Pittsburgh. 


convent to prospective converts was 
undertaken; home visits became a 
serious responsibility, especially among 
the poor and the sick; the routine 
of the spiritual life had to be estab- 
lished; and the hundreds of details 
which make up convent life had to be 
planned and put into execution. 

But our task is not so much to speak 
of the founding of the Sisters of Mercy 
but rather to speak of the founding of 
the Hospital. In 1847, a hospital was 
finally opened, thanks to the splendid 
co-operation between Bishop O’Connor 
and the Sisters of Mercy. As already 
pointed out, the location of Pittsburgh 
at the confluence of its two great rivers 
to form the Ohio River made of Pitts- 
burgh a central point where many pa- 
tients who were in distress needed med- 
ical and nursing attention. Bishop 
O’Connor himself was strongly im- 
pressed with the importance of render- 
ing nursing care to the injured and the 
sick in order that through such a proc- 
ess. their souls might be reached. One 
account says, “River accidents were 
many and the Bishop was most anxious 
that such cases should receive speedy 








attention and that the city should have 
a thoroughly equipped hospital under 
Catholic influence.” A smallpox ep: 
demic broke out in 1845 and again 0 
1846 and the Bishop insisted that : 
hospital under Catholic auspices mus 
be opened at once. On New Year’s Day 
1847, the Hospital finally was opened 
to the public and was placed under the 
protection of Our Lady of Mercy, the 
first hospital in western Pennsylvanii 
and the first in the United State 
opened by the Sisters of Mercy. The 
medical staff consisted of only five doc 
tors; there was one resident intern; the 
Sisters did the nursing and their work 
in the beginning consisted chiefly 0 
giving care to contagious patients 
Typhus, of the variety known as “ship 
fever,” appeared in 1848 and respons: 
bility for the care of those patient 
cost the lives of three of the Sisters wh 
cared for them — one of these victim 
being a professed Religious, another: 
novice, and the third, a postulant, @ 
three of whom are venerated to this da} 
as martyrs of charity. 

In all of this, the early days @ 
Mercy Hospital conformed to the trad: 
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tions of the early days of many a Cath- 
dic foundation, especially the great 
joundations — hospitals, universities, 
and schools in the Catholic Church. 
Their origins were in poverty, in need, 
and in privations and in all too many 
instances, as human eyes look back 
upon history, God demanded the sacri- 
fice of many a life in order that subse- 
quent members of Religious Orders 
night reap the rich harvest made pos- 
ible by the untimely and premature 
death of those who laid down their lives 
in order that a new foundation might 
prosper. Mercy Hospital did prosper. 
Within a year and a half, a new loca- 
tion of the Hospital was opened on 
Stevenson Street, the location which it 
sill occupies even though much ground 
has been added to the original site. To- 
day, one hundred years later, the Hos- 
pital cares for 15,090 in-patients annu- 
aly and for <pproximately the same 
number of out-patients. During one 
hundred years, the Hospital has cared 
for more than two million persons. its 
majestic mass dominating the Boule- 
vard of the Allies on one side and the 
hills with their tremendous industries 
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to the east is but a monument of the 
massiveness and might of the charity 
that has been done by the Mercy Hos- 
pital during the hundred years of its 
existence. Young as it was, the com- 
munity was already inspired with an 
apostolic fever for further expansion 
and with an unselfish vision, Bishop 
O’Connor agreed that Mother Francis 
Xavier Warde should journey to Chi- 
cago to lay the foundation for the 
Mercy Hospital in that city. Perhaps 
it was the very youth of the Commu- 
nity that made the Sisters oblivious of 
the magnitude of the responsibility 
which they had undertaken in Pitts- 
burgh. Undaunted by the loss of the 
Sisters through the epidemic, Mother 
Warde still pressed onward into new 
endeavors opening two academies and 
an orphan asylum, even in the earliest 
days of the Sisters’ life in Pittsburgh 
She soon reached out even beyond all 
of these activities and established a 
house in Loretta, Pennsylvania, and a 
convent in Providence, Rhode Island. 
Despite the strong anti-Catholic feel- 
ing, she pushed as far northward as 
Manchester, New Hampshire, so that 


A 6-Bed Ward, Southeast Wing, Mercy Hospital, Pittsburgh 
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the total number of years which Mother 
Francis Warde spent in Pittsburgh 
numbered scarcely more than eight. 
But to return to the Hospital. Hos- 
pitalization a hundred years ago was 
not as equally taken for granted as it 
is today. People did not seek hospitali- 
zation for the same reasons which moti- 
vate them now. And so the early days 
of the Mercy Hospital in Pittsburgh 
were days when the Sisters had to offer 
their services to the people through 
publicity and through the appeal 
which the staffs made to their patients. 
To keep the Hospital filled, meant con- 
stant co-operation between the medical 
staff and the Sisters. Somehow, this in- 
timacy of co-operation between these 
two groups has characterized Mercy 
Hospital from the beginning. The an- 
nals of the Hospital emphasize staff ap- 
pointments, details concerning individ- 
ual staff members, frequent mention of 
particular achievements of the staff 
members, indicating the great pride 
which the Sisters felt in the activities 
of these early physicians. No less inti- 
mate were the relations between the 
I’ospital and the Bishop of the Diocese. 
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It is recorded that on St. Patrick’s Day, 
1855, Bishop O’Connor turned over to 
the Sisters the title to the land and 
buildings of the Hospital thereby testi- 
fying in the most eloquent manner the 
regard in which he held those who fol- 
lowed his leadership into this new field 
of charitable activity. Bishop O’Connor 
was good enough in his public an- 
nouncement to insist that in the few 
years during which the Sisters adminis- 
tered the Hospital, they had placed the 
institution upon a permanent basis. It 
is true that the Sisters accepted at the 
same time, the relatively large debt in- 
cident to the new building. The strug- 
gle with poverty continued for years to 
come. Part of the anxieties were re- 
moved when the Sisters established 
their auxiliary, made up of men and 
women who had confidence in the Hos- 
pital and who paid a dollar a year. 
Little as this was, it was a deeply ap- 
preciated assistance for the Sisters and 
enabled them to carry on some of their 
charity. If one is astonished at the 
smallness of this contribution, part of 
the explanation lies in the charges 
which were made to the patients for 
hospital service. Three dollars a week 
were paid by the patients in the general 
ward, five dollars a week for a private 
room, and these rates included medical 
attention. With the assistance of the 
little membership fee in “The Society 
for the support of Mercy Hospital,” the 
Sisters were enabled to carry out a 
great charity for the indigent. The rec- 
ords of 1857, ten years after the open- 
ing of the Hospital, showed that out of 
232 patients, 172 were entirely free 
patients, only 40 patients paid in full, 
and 20 patients paid in part. It is true 
that during the Civil War, appropria- 
tions were made by the state and, dur- 
ing these years, the auxiliary ceased to 
function. After the Civil War, however, 
the appropriations ceased and the auxil- 
iary was revived. 

It would lead us too far to summarize 
here the history of the staff of Mercy 
Hospital. The staff progressed with the 
times. The Hospital was scarcely a year 
old when it began to function as a 
teaching institution. Apprentices were 
accepted by the staff physicians and the 
Hospital itself undertook responsibility 
for the training of medical students. 
Ordinarily, these students lived in the 
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Hospital and served the Hospital in va- 
rious capacities. They were expected to 
carry on their studies while giving aid 
to the institutions and to the staff 
members. The student was expected 
to take the history of the patients, 
to act as pharmacist, and to keep 
what corresponds to bedside notes as 
one understands them today. Naturally, 
specialization had not as yet developed, 
and so, each of the staff men was intern- 
ist and surgeon. It is amazing that early 
medicine in America accomplished as 
much as it did for the health and safety 
of the patients. Fully three decades 
were to elapse before our earliest suspi- 
cions as to the cause of disease were 
verified by the great discoveries of 
Pasteur. 
IV 

This can be little more than a state- 
ment of the early days of Mercy Hos- 
pital. The remainder of the century 
must be summarized in a few large 
strokes. The Civil War came and added 
prestige and importance to Mercy Hos- 
pital; surgery came and traveled west- 
ward and Mercy Hospital became as 
important surgically as Pittsburgh was 
rapidly becoming the center of the coal 
and iron industry. Traumatic surgery, 
especially, witnessed its greatest devel- 
opment in Mercy Hospital. Then came 
the era of specialization in the seventies 
and eighties, during which two decades 
the physician became rapidly synony- 
mous with the internist and when on 
the roster of the Hospital, we find such 
designations as “surgeon,” “surgeon 
and gynecologist,” “physician and lar- 
yngologist,” “ophthalmologist.” Instru- 
ments and surgical equipment became 
more and more important and the Hos- 
pital had to expand its operative facili- 
ties. The staff adopted rules and regu- 
lations as complexities of practice 
increased. Rules were also adopted for 
the students of medicine of the Hospi- 
tal and regulations were adopted for 
examining procedures. 

Great figures loomed both among the 
doctors and among the Sisters during 
the eighties and later, during the nine- 
ties. The introduction of aseptic sur- 
gery did for medical practice in Mercy 
Hospital what it did for medical prac- 
tice throughout the nation. Nursing 
rapidly followed medicine in the refine- 
ments of its techniques and in the edu- 
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cational demands which it made Up 
the practitioners. By the end of 
century, the number of operations ; 
the hospital was an imposing me 
reaching a total close to three thousay; 

Building programs kept pace yi; 
the development of medicine. Duriy 
the first decade of the twentieth gu. 
tury, the east wing of the Hospital y, 
built, a residence hall for nurses y 
added, and a surgical annex which qj 
fered facilities for six operating roo; 
and for fourteen out-patient clinics, }j 
1910, the Hospital had 450 beds. _ 

The Sisters of the Hospital who 
names, to be sure, are immortalized py 
in earthly records but in heavenly ong 
kept pace with all this developmen 
The Sisters from the beginning to 
charge of the nursing responsibilitie 
and, with the pace of time, they becane 
experts in the laboratory, in the pha: 
macy, in the record room, the adminis 
trative offices, the dietetic field: andi 
each of these, the Sisters gained pre 
eminence. The Hospital became an ai: 
filiate of the Western Pennsylvani: 
Medical School in 1901 and thus tk 
educational functions of the Hospiti 
were greatly intensified. This affiliatio 
reacted most advantageously both upm 
the medical and nursing staffs. Thes 
developments in turn resulted in a dé 
mand for more space and so, in th 
twenties, further building activities hai 
to be undertaken. A new wing whic 
raised the bed capacity of the Hospitd 
to 670 was built in 1918. The new nus 
ing school was built in 1926. Ten year 
later, the enlarged out-patient depart 
ment was erected. But all of this wa 
not accomplished without painful ani 
at times, critical experiences. For & 
ample, in 1921, a state appropriatia 
which had been received for sevetd 
decades prior to that date, was su 
denly cut off, the reason given bein 
that the Hospital was sectarian aml 
that the funds appropriated by tht 
state were used for the- promotion 0 
religion. This reason was obviously é 
pretense, since, from the very begit- 
ning, the Hospital had cared for p* 
tients irrespective of creed, race, 
color. The great struggle in 1921 wa 
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really a struggle for the preservati0t 
of the whole concept of a Catholic hos 
pital. Sister Innocent was Superior 
the Hospital at that time and her nant 
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must go down in the annals of the 
Catholic hospital as one of its greatest 
figures. She was advised from all sides, 
inluding even by many who should 
have had the interests of religion pre- 
dominantly at heart, to declare Mercy 
Hospital non-sectarian, to remove cru- 
tiixes, holy pictures, statues from the 
Hospital so that she might make a new 
appeal to the legislature and thus save 
sate funds for the institution, but Sis- 
tr Innocent knew relative values. 
Money for her was not a prime consid- 
eration. What her anxieties and worries 
must have been will be revealed to us 
oly in another world. For three years, 
he struggled with the problems but 
inally succumbed under the weight of 
let responsibility. The Hospital passed 
through its darkest moments at the 
vty time when Sister Mary Innocent 
went to her reward in 1923. As if an 
aswer to her prayers before God’s 
throne, scarcely a year passed after 
Sister Mary Innocent’s death when the 
light broke for Mercy Hospital, the first 
amnuity from the great benefaction of 
Mt. H. C. Frick was received by the 
Hospital and from that time onward, 
the endowment founded by Mr. Frick 


Southeast Serving Room, Mercy Hospital, Pittsburgh. 


became one of the financial mainstays 
of Mercy Hospital. The Hospital ac- 
knowledges its indescribably great obli- 
gation to Mr. Frick as it does to an 
army of its benefactors. 


V 

Every Catholic hospital in the land 
knows and acknowledges its obligation 
to Mercy Hospital in Pittsburgh. Every 
great advance in the Catholic hospital 
during the past century has either origi- 
nated in this institution or it has found 
in this Hospital, its most effective, its 
most influential, and its most dynamic 
interpretation. The various branches of 
medical practice, of hospital activity, 
and of nursing all have seen in Mercy 
Hospital the exemplification of all the 
movements which led to developments 
in all of these areas of health-caring 
activity. This hospital has impressed 
itself and its influence upon medical 
education, upon nursing education, 


upon hospital administration. This hos- 
pital has exemplified the unity of en- 
deavor in welfare work and in educa- 
tional activity. It has been an object 
lesson for teaching community relation- 


ships, public relations, co-operation 
among allied agencies in a community, 
in a state, in the nation. It has sup- 
ported every important hospital devel- 
opment that has taken place throughout 
the United States. For us, who under- 
stand and deeply appreciate the pur- 
poses of the Catholic hospital, we need 
only say that Mercy Hospital has stood 
as an unconquered, and, with God's 
help, an unconquerable fortress against 
secularism, religious indifference, natu- 
ralism, and worldliness. Mercy Hospi- 
tal has proved that finances, important 
though they are, are not the inspiration 
nor the motive of Catholic hospital ac- 
tivity; Mercy Hospital has proved that 
to make a sacrifice for and in the name 
of religion even at a staggering financial 
loss, does not mean the destruction of 
the institution. For Mercy Hospital has 
demonstrated that faith is above 
finance, that faith and love and loyalty 
to Christ are the mainsprings of Catho- 
lic hospital service for Christ and His 
interests and His Church. A century of 
hospital history at Mercy Hospital, 
Pittsburgh, has proved the effectiveness 
of the Catholic hospital’s motto: “The 
charity of Christ urges us onward.” 











Statistical Studies 
Concerning Catholic Hospitals 


EDITOR’S NOTE: In the February issue of Hospirtat. 
Procress, the paper entitled “The Catholic Hospitals Among the 
Hospitals of the United States” was treated as a continued 
paper. In the meantime, it has been found possible to publish 
here a number of the detailed statistical studies made by Dr. 
Pohlen upon which the generalizations of the previous paper 


Kurt Pohlen, Ph) 


have been founded. Instead, therefore, of presenting to gy 
readers a continuing study of the place of the Catholic Hospity 
we are offering herewith a series of reports of short studies » 
Dr. Pohlen’s researches into statistical problems connected wij 
the Catholic hospital in the United States and in Canada. 


I. Catholic General Hospital Beds Per 1000 Population in Large Cities 
and Predominantly Rural Areas of the United States, 1946 


ARGUMENTS have been advanced concerning a serious 
maldistribution of hospital facilities in the United States, 
favoring the large cities with an abundance of hospitals and 
leaving the rural parts of the country without an adequate 
supply of hospital beds. Without going into a discussion 
about the justification of such statements as descriptive of 
the total hospital situation in the United States, it may be 
stated, that at least the Catholic hospitals have in no way so 
far favored the large cities as to leave the rural population 
without at least equal opportunities for care in a Catholic 
hospital. On the contrary, the facts revealed in this study 
show clearly, that the Catholic hospitals in all regions, where 
any sizeable Catholic hospital program has been developed, 
are relatively more frequent outside the large population 
centers. In planning their hospitals, the Sisters have disre- 
garded the financial advantages and other comforts which 
the large cities might offer them. . 

With regard to the method used in this statistical analysis, 
it needs to be pointed out that the commonly accepted 
distinction between urban and rural places, fails to serve 
the purpose of the present study. With the distinction 
defined by the Bureau of the Census, a community having 
less than 2500 population is considered rural. If this dis- 
tinction between urban and rural communities were generally 
accepted, we would find that almost all hospitals are located 
in urban places, implying that the rural population is not 
being supplied at all with hospitals of its own. It must be 
remembered that the rural hospital usually serves an area 
of 20 miles diameter or more, rather than the population 
of a single city or village, and that the hospital is usually 
established in a place to which the majority of the popula- 
tion have most easy access. The most reasonable location 
of the rural hospital is therefore the population center of 
the rural district. Even if the population center of a pre- 
dominantly rural area represents a city of say twenty 
thousand population, the hospital could still have the char- 
acteristics of a rural hospital. The situation becomes different 
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in large cities where the surrounding rural districts do nw 
affect the urban character of the city. The patients of; 
hospital in such large cities are predominantly selected fro 
its urban area. 

The “idea” of the metropolitan district, as set up by th 
Bureau of the Census and as used in the population statistic 
since 1930, gives the best basis for distinguishing betwea 
strictly urban and predominantly rural districts. A “me 
ropolitan” district has been thought of by the Censi 
Bureau in connection with each city of 50,000 populatia 
or more, two or more such cities sometimes being in o 
district. The metropolitan district includes, in addition | 
the central city or cities, all adjacent and contiguous mine 
civil divisions or incorporated places having a population ( 
150 persons or more per square mile. A metropolitan distri 
is thus not a political unit but rather an area including? 
of the thickly settled territory in and around a city or grog 
of cities, often extending over the state line into neighborix 
states. 

In cases in which different states are compared in thi 
study, the metropolitan districts which extend over the sta! 
borders have been divided into corresponding metropolilt 
units for each state and used as separate entities. In cot 
parative figures of whole geographic regions, the parts' 
metropolitan districts, separated by state lines, were 
united, unless the respective neighboring state belongs ! 
a different geographic region. 

The total of metropolitan districts has been divided it! 
two groups: (a) those with a population of 200,000 or mutt 
constituting the large industrial and trade centers which 2 
strictly urban areas, this group forming the extreme (lt 


trasts to the rural districts; and () metropolitan distrit'}! 


with less than 200,000 population which are large enol? 
to dominate a wide surrounding area without taking away ® 
rural characteristics of the surrounding areas. This gto! 
of metropolitan districts may be termed predominat! 
urban, especially in view of their influence upon the 
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rounding territory." The remaining communities represent 
the combined area of a state which does not contain any 
city of 50,000 or more population or a suburban part of a 
large city. The character of such an area is therefore not 
dominated by a large urban concentration, and in this study, 
is regarded as predominantly rural. 

Approximately one half, 51 per cent, of the total popula- 
tin of the United States lives in the predominantly rural 
areas and the remaining 49 per cent resides in the metro- 
politan districts; the majority of the latter, 41 per cent, in 
the strictly urban places of 200,000 and more population 
and only 8 per cent in the predominantly urban places. On 
the other hand, of all 99,362 beds in Catholic general hos- 
pitals, roughly one third (34,861) is located in the pre- 
dominantly rural areas while two thirds of the general 
hospital beds (64,501) are located in the two groups of 
metropolitan districts: 48,967 or 49 per cent in the districts 
with 200,000 population and more and 15,534 or 16 per 
cent in metropolitan districts with less than 200,000 popula- 
tion. The ratio of the number of Catholic general hospital 
beds to the total population for the United States as a 
whole is 0.75 beds per 1000 population. This ratio is 1.01 
jor all metropolitan districts against 0.51 for the predomi- 
nantly rural areas; the ratio of the metropolitan districts 
being an aggregate of the corresponding ratios of 0.91 for 
the strictly urban areas and 1.55 for the predominantly 
urban areas. 

These ratios represent a very good situation for two 
reasons, (1) considering that Catholic hospital programs 
have not been developed equally in all parts of the country, 
and (2) with regard to the fact that the medical centers 
in large communities also serve the rural population in 
special cases. In the South Eastern States, comprising the 
states generally referred to as the “Deep South,” which have 
am aggregate population of more than 18 million, there are 
nly 36 Catholic general hospitals with a total of 4443 
beds, making a ratio of 0.23 beds per 1000 population. It 
is quite understandable that the first Catholic hospitals are 
usually established in those places where they can reach 
most of the population asking for their service. These are 
the larger cities. And after the most urgent need of the 
larger concentration of population is satisfied, an extension 
to the less densely populated areas is undertaken. This 
principle of developing a hospital program holds true for 
any kind or type of hospitals. It is, therefore, to be expected 
hat in a region, which is still in the early process of de- 
veloping a Catholic hospital program, the ratio of hospital 
beds per 1000 population is unfavorable to the rural areas. 
In the South Eastern States we find only 0.08 Catholic 
general hospital beds per 1000 population in the predomi- 
nantly rural areas against 0.85 beds per 1000 population in 
ill metropolitan areas. Similar conditions exist in other 


The Statistical Study No. II will contain four classes of metropolitan districts having 
a 4 population of 500,000 or more, (2) 200,000 to 500,000, (3) 50.000 to 100,- 
“%. (4) less than 50,000, the latter containing those parts of metropolitan districts 
Mending into neighboring states (or geographic regions, respectively) which considered 
Ht themselves do not contain a city of at least 50,000 population and would, therefore, 
ot be a metropolitan district of its own right. Detailed information upon each individual 
Metropolitan district by archdioceses and dioceses are available. 

| For the division of the total United States into geographical districts as used in these 
Studies see Kurt Pohlen and Alphonse M. Schwitalla, $.J., “The Catholic Hospitals 


Among the Hospitals of the United States,’ Hosprrar Procress, 1947 No. 2, page 47 
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geographic regions where a Catholic hospital program has 
not been sufficiently advanced. . 

In contrast to the supply of hospital beds in the South 
Eastern States stands the situation of the entire North of 
the United States west of Pennsylvania and New York, 
extending to the Pacific and containing the geographical 
regions of the East North Central States, West North 
Central States, and North Western States. In this large 
territory, in which more than one third of the population 
(45.4 million) of the United States is living, there are 404 
Catholic general hospitals (more than one half, 57 per cent, 
of all Catholic general hospitals) with a total of 11,274 beds. 
The ratio of hospital beds is 1.15 per 1000 population for 
this territory as a whole, indicating a relatively good supply 
of Catholic general hospital facilities. The good supply of 
hospital beds to the rural population is demonstrated by the 
ratios of Catholic general hospital beds per 1000 popula- 
tion In 


Metropolitan districts strictly urban 
Metropolitan districts predominantly urban 


TABLE I: Catholic General Hospital Beds in and Outside of 
Metropolitan Districts. Total United States 
by Geographical Districts 


1.17 
2.21 


General Hospital Beds in 
Metropoli- Metropoli- 


tan dis tan dis- Areas 
. . er Total tricts of tricts of outside 
Geographical District : ; : 
at ta tate ” General 200,000 less than of metro- 


Hospital and more 209,000 politan 
Beds population population districts 
Population in 1000 
New England States 8,437 5,397 485 2,554 
North Central Atlantic 27,539 20,345 1,710 5,484 
South Central Atlantic 10,176 2,807 832 6,537 
South Eastern 18,425 1,879 1,841 14,705 
East North Central 26,626 12,249 2,148 12,230 
West North Central 14,640 3,158 1,209 10,274 
North Western 4,161 859 297 3,005 
South Central 13,596 2,174 1,060 10,361 
South Western 8,067 4,794 587 2,686 
TOTAL U. S. 131,667 53,789 10,041 67,836 
Catholic General Hospital Beds 

New England States 5,236 3,396 833 1,006 
North Central Atlantic 18,019 14,291 1,534 2,194 
South Central Atlantic 4,443 2,475 1,097 871 
South Eastern 4,322 1,427 1,742 1,153 
East North Central 29,319 13,662 4,500 11,157 
West North Central 16,907 4,093 2,922 9.892 
North Western 6,083 1,203 620 4,260 
South Central 10,080 5,154 1,732 3,194 

South Western _ 4,954 3,152 668 1,134 
TOTAL U. §&. 99,362 48,967 15,534 34,861 


Number of Catholic General Hospital Beds per 1000 Population 


New England States 62 63 1.72 39 
North Central Atlantic 65 70 .90 40 
South Central Atlantic 44 88 1.32 BR 
South Eastern .23 .76 95 .08 
East North Central 1.10 1.12 2.10 91 
West North Central 1.15 1.30 2.42 .96 
North Western 1.46 1.40 2.09 1.42 
South Central 74 2.37 1.49 31 
South Eastern 61 .66 1.14 42 

TOTAL U. S. 75 91 1.55 51 
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GEOGRAPHICAL REGIONS OF THE UNITED STATES 
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Predominantly rural districts . . .. . . 0.99 


These figures indicate that the predominantly rural popula- 
tion in the North Central and North Western regions of 
the United States are relatively better supplied with Catho- 
lic hospital beds than the metropolitan districts. We should 
not be misled by the fact that the ratio of the predominantly 
rural areas (0.99) is slightly lower than the ratio of the 
large metropolitan districts (1.17) and less than half of 
that of the smaller metropolitan districts (2.21) because, 
even under the most perfect conditions, the distribution of 
hospitals will never be equal in terms of beds per 1000 
population throughout a state but will always show a con- 
siderably higher rate in metropolitan districts than in rural 
areas. This will be clear by regarding the following prin- 
ciple of requirements for general hospitals set up by the 
U. S. Public Health Service.* 

The U. S. Public Health Service calculated the bed re- 
quirement in non-federal general hospitals at 4.5 beds per 
1000 population and emphasizes the suggestion that not all 
of these beds must be located in the districts where the 
people reside. Experience has shown that better medical 
service can be provided by concentrating highly skilled 
services in the limited number of places which might reason- 
ably be considered as medical centers. Two types of medical 
centers are distinguished (1) primary centers with the most 
advanced equipment and specialized staff, associated, where- 
ever practicable, with the facilities of a medical school. The 
primary hospitals are required not alone to serve all cases 


*Health Service Areas, Requirements for General Hospitals and Health Centers, Public 
Health Bulletin No. 292, U. S. Public Health Service, Washington, D. C., 1945. 


of all types among their own population but also to diag 


and to treat patients with unusual conditions referred fi 


surrounding areas and more complex cases from more dis 
places; and (2) secondary centers with more than ave 
equipment and specialized staff, to be established in 


more densely built-up areas, which are required to 
all except the more complex cases of their own commu 


and also the out-of-routine cases of their surrounding a 


The program of the U. S. Public Health Service leave 


the other hospitals, which are usually equipped to take 


of the routine cases of their community, all such pati 


including maternity cases, which do not require more} 


fessional skill than that of the general medical professict 


The program of the U. S. Public Health Service prov 
for co-operation of the primary with the secondary me 


centers, and the other local hospitals in providing the pug 


of the whole state equally with 4.5 general hospital beds 
1000 population. The plan is expected to be operable 
proximately as follows: 

1. The areas in which primary centers are located 


be served with 4.5 beds per 1000 population all providel 


their own hospitals which constitute the primary me 
center. These hospitals are also contributing partly 
needs of the other communities. 

2. The areas in which secondary centers are locate 
be equally served with 4.5 beds per 1000 populatic 
which 4.0 beds per 1000 population are provided by hos 
of their own community and 0.5 beds will be reserved 
referrals of the more complex cases to the primary cel 
On the other hand, the secondary centers contribute t! 
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jopitals needs of the other areas, except those immediately 
yved by the primary centers. 

3, The areas outside of primary and secondary centers 
we likewise supplied with 4.5 beds per 1000 population of 
shich 2.5 beds per 1000 population are provided by hos- 
tals located in their own communities, the other 1.5 beds 
net 1000 population being reserved for referrals to the 
nearest medical center, whether primary or secondary, and 
5 beds, for the most unusual cases, to be referred to the 
yrimary medical center. 

According to this principle the primary centers will pro- 
vide (2) all 4.5 beds per 1000 population for their com- 
unity, (6) 2.0 beds per 1000 population of their sur- 
sunding areas, the primary district, (c) 0.5 beds per 1000 
population for all other areas of the region co-operating with 
ihe primary center. A 

The secondary centers will provide (a) 4.0 beds per 1000 
ppulation for their own community, (4) 1.5 beds per 1000 
ppulation for their surrounding area, the particular sec- 
mdary district. Finally the strictly rural hospitals provide 
5beds per 1000 population for their own community only. 
In order to clarify this co-operating relation in providing 
beds for the population, the conditions planned for the State 
i Illinois may be used as an example. Illinois is divided 
nto four major regions with primary medical centers in 
hicago, Peoria, Springfield, and East St. Louis, which each 
present a metropolitan district, Chicago and East St. 
lois having more than 200,000 population, the other two 
istricts having less than 200,000 population. To each of 
hese primary districts is assigned a group of counties as 
imary district. The other counties in each region are 
anged into two or more secondary districts, each with a 
ondary medical center to which several counties are 
signed. The remaining metropolitan districts in Illinois: 
ockford, Moline, Decatur, are among the secondary medi- 
al centers. 
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ABLE II: Comparison of the ratios of beds per 1000 resident 
population between suggested requirements of the U. S. Public 
Health Service and actual data of Catholic general Hospitals 


more } — ———- —— 
23 Suggestions by the Actual figures of Ratio of 
rfessiot U.S. Public the Catholic column 
e prov ___ Health Service __ general hospitals (4) in 
ry med Beds per Ratio: Beds per Ratio: per cent 
’ te 1000 total beds 1000 total beds of ratio 
thepae population equal1.00 population equal1.00 of column 
11 beds ne. ee (2) (3) 4) (2) 
e il metropolitan 
erable districts 5.12 1.51 1.30 1.08 72% _ 
tas outside of 
cated @ ™etropolitan 
vided districts 3.39 75 1.22 __.95 127% __ 
tate Total 4.50 1.00 1.29 1.00 100% 
“y me 
tly WF «: . aie 
since the report on requirements for general hospitals of 
ail te U. S. Public Health Service distinguishes counties only 
xc ot oe a 
latin id not separate communities, the compilation of suggested 
Ula. o,e ° ° ° 
, hos d capacities of metropolitan districts, and of suggested 
bee tas outside of metropolitan districts, must be planned by 
onl Signing counties to the respective metropolitan districts. 
ry a P : ; 
A ty h the Chicago region, the counties Cook and Du Page with 
rL 


167,000 population are almost identical with the Chicago 
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TABLE III: Catholic General Hospital Beds in and outside of 
Metropolitan Districts. New England States 


Metropolitan Districts Areas 
AEA RS. tacos. haem Sats outside 
State Total 200,000 Lessthan of Metro- 
or more 200,000 politan 
___ population population districts _ 
— ; _Populationin 1000's 
Massachusetts 4,317 3,639 60 618 
Connecticut aa 1,709 1,027 _ 310 372 
Maine _ 847 Lat 106 741 
Rhode Island 713 652 7 55 
New Hampshire _ : _ 492 cans 82 410 
Vermont _ 359 one as 359 
NEW ENGLAND STATES 8,437 5,397 485 2,554 


Catholic General Hospital Beds 


Massachusetts 2,109 1,879 “¢ 230 
Connecticut 1,624 1,217 407 <a 
Maine 538 oe 152 386 
Rhode Island 300 ~=— 300 “a ee 
New Hampshire 444 ree 274 170 
Vermont 220 aie a? 220 
__NEW ENGLAND STATES _ 5,235 3,396  —-833 1,006 
Number of Catholic General Hospital Beds per 1000 Population 
Massachusetts 49 52 cio 37 
Connecticut 95 1.19 1.31 ea 
Maine 63 : 1.42 52 
Rhode Island 42 46 ~ - 
New Hampshire .90 3.38 41 
Vermont 61 ebih soe 61 
NEW ENGLAND STATES 62 63 m 


metropolitan district so far as it is located in Illinois. The 
4.5 beds per 1000 population (19,152 beds) which should 
serve the population of Cook and Du Page counties are all 
located in the Chicago medical center. The 403,000 
people of Kane, Lake, McHenry, and Witt counties, 
included in the Chicago primary district should be served 
by a total of 1814 beds, 4.5 beds per 1000 population, of 
which 2.5 per 1000 population are allocated to local hos- 
pitals and 2.0 beds per 1000 population to the primary 
medical center of Chicago. The 121,000 population of 
Winnebago county are also assigned 4.5 beds per 1000 
population, of which 4.0 per 1000 population (484 beds) 
are located in the Rockford secondary medical center and 
0.5 beds per 1000 population (61 beds) in the Chicago 
primary medical center. Of the total of 360 general hos- 
pital beds of Boone, DeKalb, and Ogle counties, which are 
included in the Rockford secondary medical district, 200 or 
2.5 per 1000 population are allocated to local hospitals in 
these counties, 120 or 1.5 beds per 1000 population to the 
secondary medical center of Rockford, and 40 or 0.5 beds 
per 1000 population to the Chicago primary medical center. 
Finally, the 661,000 people residing in other communities 
are served by 4.0 beds per 1000 population (2644 beds) 
located in local hospitals or in secondary medical centers 
other than Rockford and by 0.5 beds per 1000 population 
(331 beds) located in the Chicago primary medical center. 

The result for the Chicago medical region is a total of 
24,846 suggested general hospital beds (4.5 per 1000 popula- 
tion) of which 20,390 are located in Chicago, 604 in Rock- 
ford, and 3852 in other communities outside of metropolitan 
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districts. If these bed allocations are related to the resident 
population of Cook and Du Page counties, (Chicago), 
Winnebago county, (Rockford), and all other counties, we 
get the ratios of beds per 1000 resident population for 


Chicago metropolitan district: 4.89 
Rockford metropolitan district: 4.99 
Counties outside of metropolitan district: 3.37 


Even on the principle of providing exactly the same 
relative number of general hospital beds (4.5 per 1000 
population) to the people in every urban and rural arca of 
a state, the ratio of beds for metropolitan districts (urban 
or predominantly urban areas) appears to be considerably 
larger than the ratio for arcas outside of metropolitan dis- 
tricts (rural or predominantly rural areas). 

This is an important factor which ought to be realized 
in every discussion on the distribution of hospital facilities 
to urban and rural areas. Ideal conditions of hospital bed 
supply in Illinois, at least on the basis of suggestions by the 
U.S. Public Health Service, would require that (in Illinois) 
the number of beds per 1000 resident population in the 
metropolitan districts of 200,000 and more population be 
about one half larger than the relative number of beds in 
areas outside of metropolitan districts; and that the ratio of 
beds per 1000 population in the metropolitan districts of 
less than 200,000 is on the average even almost twice as 
large. 


II. Catholic General Hospital Beds Per 1000 Population in Metropolitaf 
Districts and Predominantly Rural Areas of the United States, 1946 


THE study of the relative number of Catholic general 
hospital beds in urban and rural areas of the United States, 
submitted in Statistical Report 3, has been based upon the 
establishment of two groups of metropolitan districts, (a) 
the group containing 200,000 and more population in the 
districts, and (4) the group containing less than 200,000 
population, and (c) areas outside of metropolitan districts 
containing only communities of less than 50,000 population. 
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It has to be kept in mind that the distribution of yh, 
population between the two groups of metropolitan ar, 
varies from state to state which influences the relation be 
tween the corresponding ratios of relative bed supply. Tp 
relation between the suggested number of beds per |g 
resident population in urban and rural areas becomes jy 
generally valid. and applicable to the average state of \ 
Union, if we combine the two metropolitan districts. The 
the population of all metropolitan districts of Illinois, nyp. 
bering 5,131,000 people, would be supplied according to 4 
suggestions of the U. S. Public Health Service with a ty 
of 26,367 general hospital beds, or 5.12 per 1000 populatin 
This figure is 51 per cent larger than the suggested by 
supply for areas outside of metropolitan districts (3.39 be 
per 1000 population ). 

The number of Catholic general hospital beds actual 
set up in all metropolitan districts of Ilinois is 6647 or 14 
per 1000 population while the areas outside of metropolity 
districts are supplied with 3509 beds or 1.22 per 1000 pop 
lation. The ratio for the metropolitan districts is therefog 
only 8 per cent larger than the rate for the predominant) 
rural areas. Since the principle of equal supply of hospitd 
beds to urban and rural areas combined with the princijk 
of allocating certain hospital facilities of rural areas | 
nearby medical centers would require that about one ha 
more beds per 1000 population are located in metropolitay 
districts, the Catholic hospitals favor the predominant 
rural areas on the rate of 3 to 2 (see Table II). 

Similar conditions in providing rural areas distinctly bette 
with Catholic general hospital facilities exist in the othe 
states of the North Central and North Western regions ¢ 
the United States (see Table 1). 

Details of the distribution of Catholic hospital beds | 
metropolitan and non-metropolitan areas for one geographi 
region are given in Table III. Similar tables for the oth 
geographical regions of the United States have been pr 
pared and are available to interested readers. The over 
supply of Catholic general hospital beds is 0.75 per Iti 
population (Table I). The detailed information indicat 
that the availability of beds in urban and rural wast 
well balanced in all states which have a total bed sup 
higher than the average of all states, and that the regict 
along the entire Atlantic seaboard and the South # 
generally, lacking sufficient Catholic hospital facilities ' 
constitute a balanced program. 


The previous report is in reality a summary of the detail 
data originally compiled while investigating the problem 





the distribution of the Catholic general hospitals. 

Any study of the relative supply of Catholic hospi 
facilities in a single state or geographic district should! 
based upon more detailed data of the location of hospi 
beds according to the size and population of metropdlil 
districts. In order to have such data available if dem# 
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TABLE I: Catholic General Hospital Beds in and Outside of 


Metropolitan Districts for the United States 


General Hospital Beds in ‘rea 
Total Districts of outside 
Geographical Region General 500,000 200,000 50,000 of 
Hospital and to to Other metropol 
Bed more 500,000 200,000 district 
Population in 1000’ 
New England 4.437 3,564 1,833 485 ci 2,554 
North Central Atlantic 27,539 18,918 1,427 1,616 94 5,484 
south Central Atlantic 10,176 1,846 961 817 15 6,537 
South Eastern 18,425 : 1,879 1,841 Beil 14,705 
East North Central 26,626 9165 3,084 1,848 300 =.:112,230 
Wet North Central 14,640 2,011 1,147 = 1,209 10,274 
North Western 4,161 - 859 297 -— 3,005 
South Central 13,596 1,050 1,124 1,055 5 10,361 
South Western %,067 4,333 461 587 2,686 
Total U. S 131,667 40,887 12,902 10,041 i 67 836 


Catholic General Hospital Bed 


New England 5,235 1,504 1,892 BRS : 1,006 
North Central Atlantic 1,019 12,707 1,584 1,534 ee 2,194 
South Centra! Atlantic 4,443 1,435 1,040 1,097 sical 871 
South Eastern 4,322 — 1,427 1,742 — 1,153 
fast North Central 29.319 %,907 4,755 4,010 490 11,157 
Wet North Central 16,907 2,367 1,726 2,922 ... 9,892 
North Western 6,083 - 1,203 620 pati 4,260 
South Central 10,080 3,865 1,289 1,732 pata 3,194 
South Western 4,954 2,627 525 668 vr 1,134 
Total U. S 99,362 33,412 15,555 15,534 — 34,861 


Number of Catholic General Hospital Beds per 1000 Total Population 
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New England 62 42 1.03 1.72 esti 39 
North Central Atlantic 65 67 1.1] 95 ; 40 
South Central Atlantic 44 .78 1.08 1.34 Tr 13 
South Eastern .23 ve 76 95 as 08 
East North Central 1.10 97 1.54 2.17 1.63 91 
West North Central 1.15 1.18 1.51 2.42 .96 
North Western 1.46 7 1.40 2.09 1.42 
Mm South Central 74 3.68 1.15 1.66 31 
South Western 61 61 1.14 1.14 42 
Total U. S. 75 82 1.21 1.55 ei 51 
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THE development of the American hospitals until about 
the time of the first World War was mainly a quantitative 
we supplying the most urgent needs for hospital facilities. 
The number of general and specialized hospitals in the 
United States mushroomed from a few hundred about the 
year 1870 to more than four thousand at the end of the first 
decade of the present century. The foundation of the Cath- 
lic Hospital Association in 1915 effected the organiza- 
tion of the Catholic hospitals, operated by the various Re- 
ligious orders in about one hundred ecclesiastical jurisdic- 
tions, into one more or less homogeneous body. Effectively 
ided by the Catholic Hospital Association and its founder, 
the Reverend Charles B. Moulinier, S.J., the American 
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TABLE II: Total United States (by Groups of 
Geographical Districts) 


Total General Hospital Beds in irea 
Groups of General Districts of outside 
Geos raphical District Hi pital 500,000 200,00 $0,000 of 
Bed and to to Other metropol 
more 500,000 200,000 district 


Population in 1000’ 


NE 35,976 22,482 3,260 2,101 94 8,038 
SE 28,601 1846 2,840 2,658 15 21,242 
NW 45,427 11,176 5,090 54 300 5 ,5( 

SW 21,663 5,383 1,585 1,642 5 13,047 


NE (New Engl. + North Centr. Atl.) 
SE (Co. Centr. Atl. + So. Eastern) 
NW (North Centr. +- No. Western) 
SW (South Centr. + So. Western) 


Catholic General Hospital Beds 


NE 23,254 14,211 3,476 2,367 3,200 
SE 8,765 1,435 2,467 2,839 . 2,024 
NW 52,309 11,274 7,784 7,552 490 25,309 
SW 15,034 6,492 1,814 2,400 — 4,328 
Number of Catholic General Hosfital Beds per 1000 Total Population 
NE 65 63 1.07 1.13 4 
SE 3] 78 87 1.07 = 1¢ 
NW 1.13 1.01 1.53 2.24 1.63 99 
SW 69 1.21 1.14 1.46 


for them should arise the originally compiled tables are 
herewith submitted as a separate study. 

This present study divides the metropolitan districts into 
four classes having populations of (1) 500,000 persons or 
more, (2) 200,000 to 500,000 persons, (3) 50,000 to 
200,000 persons, and (4) fewer than 50,000. The latter 
class contains those parts of metropolitan districts around 
one or more cities of 50,000 or more population which extend 
into neighboring states and do not contain, in the respective 
neighboring state, any city of 50,000 or more population. 

The metropolitan districts separated by state lines were 
re-united for the totals of geographical regions, unless they 
extend into a state belonging to another geographic region. 

The states of the different geographic regions have been 
arranged acording to decreasing total number of beds per 
1000 population. 


lll. Approval of Catholic and Non-Catholic General Hospitals 
By the American College of Surgeons in the United States, 1946 


College of Surgeons introduced in 1918 a hospital standard- 
ization movement, which contributed in large measure to 
the improvement of the quality of all of the hospitals in the 
United States and Canada. The hospital standardization 
program of the American College of Surgeons includes in 
its annual list of approved hospitals those hospitals which 
fulfill the “Minimum Standards.” This formulation includes 
as some of its basic requirements, the organization of a 
competent medical staff holding regular conferences for the 
review of the clinical work, the maintenance of sufficient 
medical records, and adequate diagnostic and therapeutic 
facilities including a clinical laboratory and an X-ray 
department. 
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In 1918, when the first test of these standards was made, 
on 692 hospitals in the United States and Canada having 
more than 100 beds, only 89, or 12.9 per cent, could meet 
all the requirements. The number of hospitals, included in 
the list of approved hospitals, increased until in 1929 the 
approved hospitals numbered 1969, including hospitals of 
all sizes from 25 beds in capacity or more, this number 
representing 28.8 per cent of all registered hospitals of that 
time. The number of hospitals approved by the American 
College of Surgeons has grown to almost 2000, or nearly 
one half of all hospitals registered annually by the American 
Medical Association. 

The important role which the Catholic hospitals played 
in the progress of hospital standardization is proved by the 
fact that the Catholic hospitals have always been, from the 
beginning of this standardization program, relatively more 
numerous in the annual approval lists of the American 
College of Surgeons than were other hospitals. In 1929, 
when 25.9 per cent of all non-Catholic hospitals were ap- 
proved by the American College of Surgeons, 56.7 per cent 
of all Catholic hospitals qualified for approval (Table I). 
The Catholic hospitals have held this lead. In 1946, while 
there are still less than one half of all general hospitals on 
the approved list, 499 Catholic general hospitals, or 69.7 
per cent of the total of 716, were approved, while 1446 
non-Catholic general hospitals were thus approved, or only 
40.4 per cent of the total of non-Catholic géneral hospitals 
(Table IT). 

The lead in qualification for approval by the A.C.S. 
which the Catholic hospitals enjoy, exists in every geo- 
graphical region’ of the continental United States, with the 
exception of the Territory of Alaska where only one non- 
Catholic general hospital among a total of 18 is approved 
and none of the five Catholic hospitals. The geographic 

1The 10 geographic regions of the Continental United States, for use in the Statistical 
Reports, are set up as follows (see Kurt Pohlen and Alphonse M. Schwitalla, S.J., “The 
Catholic Hospitals Among the Hospitals of the United States,’? Hosprrat Procress, 1947, 


No. 2, page 47), arranged in each region according to the total population: (1) New 
England States: Massachusetts, Connecticut, Maine, Rhode Island, New Hampshire, 


Vermont. (2) North Central Atlantic States: New York, Pennsylvania, New Jersey. 
(3) South Central Atlantic States: Kentucky, Virginia, West Virginia, Maryland, 
District of Columbia, Delaware. (4) South Eastern States: North Carolina, Georgia, 
Tennessee, Alabama, Mississippi, South Carolina, Florida. (5) East North Central 
States: Illinois, Ohio, Michigan, Indiana, Wisconsin. (6) West North Central States: 


Missouri, Minnesota, Iowa; Kansas, Nebraska, Colorado South Dakota North Dakota 


(7) North Western States: Washington, Oregon, Montana, Idaho, Wyoming. (8) South 
Central States: Texas, Louisiana, Oklahoma, Arkansas, New Mexico. (9) South Western 
California, Utah, Arizona, Nevada. (10) Alaska. See Fig. 1 on page 106. 
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TABLE I: Approval of Catholic and Non-Catholic Hospitals ¢ 
All Types by the American College of Surgeons, 1929 





| 
Total Approved by Not approved 
| Number of|____— the ACS. by the ACS, _ 
aes ___| Hospitals _No. __| Percentage No. Percentay 
Catholic Hospitals) 641 364 | 56.7 277 a3 
Non-Catholic 
Hospitals 6,184 | 1,605 25.9 4,579 74.1 
6,825 1,969 28.8 850 | Ta 


Total 


TABLE II: Approval of Catholic and Non-Catholic Gener 


Hospitals by the American College of Surgeons, 1946 
| Total Approved by | Not approved 
| Number of theACS. _| by the ACS. | 
as : | Hospitals | _No. Percentage| _No. | Percentay 
Catholic Hospitals 716 499 | 697 | 217 303 
Non-Catholic } 
Hospitals 3,576 1,446 40.4 2,130 | 596 
Total 292 1945 | 453 | 2,347 | Sd 


region (Table III) which has the highest percentage 0 
approved Catholic general hospitals (90.0 per cent) is thi 
of the New England States, followed by the other region 
of the Atlantic coast. The region in which the highest per 
centage of non-Catholic general hospitals qualifies for 
proval by the American College of Surgeons is that of the 
North Central Atlantic States (64.9 per cent) followed bj 
the regions of the New England States, South Centr 
Atlantic States, and the East North Central States. Tk 
region, where relatively the fewest Catholic hospitals met 
the minimum requirements of the American College 
Surgeons is, besides the Territory of Alaska, the region 0! 
the South Central States, where the percentage of 64.00 
all Catholic hospitals is nevertheless more than one hal 
higher than the average of all non-Catholic hospitals a 
just 0.9 per cent lower than the highest rate of non-Catholi 
hospitals among all regions. It is noteworthy that, besidé 
the Territory of Alaska, in four geographic regions, slight! 
less than one third of all non-Catholic general hospitals wet 
able to meet the minimum requirements for approval by ti 
American College of Surgeons. These regions are the Soul! 
Eastern States and the West North Central States, ea 
with 30.7 per cent approved non-Catholic general hospits! 
the North Western States with 27.5 per cent, and final! 
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| [TABLE II: Distribution of Approved and Non-Approved 
) Catholic and Non-Catholic Hospitals in the Continental 
United States, by Geographical Districts 
: Catholic ‘Hospitals | 1 _| Non- Catholic ic Hospitals 
| Ap- |Not Ap-| Ap- |\Not Ap- 
: ae? a proved proved | proved 
Geographical District Total | by | Total by by 
A A. td S. 's.| 4 ACS. | ACS. | ACS. 
| - a No. o. | No. No. | No. 
New England States 30. 27 3860157 ~—s 108 
North Central Atlantic 103 85 18 541. 351190 
South ¢ south Central Atlantic 26 a.—~Ctété‘S§ 255 133 122 
| Wf South Eas ‘Eastern 36 26 10 528 162 366 
| ff East Nortl fast North Central _ 192 125 67 567 246 = 321 
West 2 West North Central © 156 103 53 512 157 355 
North V Western _ as 56 40 16 178 49 129 
= South Cent South Central 75 48 27 451 97 354 
South Wesi South Western 37 24 13 286 96 190 
Aska 5 o 5 18 1 17 
spitals (TOTAL U.S 7164992173596 14492147 
1929 Percentage 
=— New England States 100 900 100 100 604 396 
broved & North North Central Atlantic 100 82.5 17.5 100 64.9 35.1 
ACS. [i Suth Central Atlantic 100 «6808 §=6192 = 100s 52.2478 
Percentay f South Eastern 100 722 ©6278 «§=©100 =—30.7_~— 69.3 
433 fast North Central 100 65.1 349 100 434 566 
. West North Central 100 66.0 34.0 100 30.7 69.3 
Th North Western 100 714 = 28.6 = 100 s27.5 72.5 
* _B South Central 100 64.0 36.0 = 100s 21.5 78.5 
South Western 100 64.9 35.1 100 33.6 66.4 
Genera F Alaska 100 0 1000 100 56 944 
946 § TOTAL US. 100 69.7 30.3100 40.3 59.7 
a the South Central with 21.5 per cent approved non-Catholic 
rercengg S0eral hospitals. 
303 | Jt is well known that the smaller hospitals have more 
al difficulties in meeting the minimum requirements for ap- 
sy; Proval by the American College of Surgeons. Most of the 
— =} iificulties arise from the organization of a medical staff. 
| More than 90 per cent of all general hospitals with more 
pas than 150 beds were qualified for the approved list. This 
adi tate decreases with decreasing size of the hospitals down to 
ai 5 per cent and less, with hospitals with 40 beds and less. 
nih Consistent with the lead in qualification for approval of 
of iy hospitals which the Catholic hospitals have in every geo- 
wed b graphic region of the United States, the Catholic hospitals 
Pentel maintain also a distinct lead in approvals by the American 
< Th College of Surgeons in every size group of hospitals, except 
; ial in that of hospitals of 301 and more beds, where one single 
- i non-approved Catholic hospital causes the percentage of 
~ § approvals of the Catholic hospitals to be 1.2 per cent less 
* y than that of the non-Catholic hospitals (Table IV). 
e hal It is most praiseworthy that the Catholic hospitals ex- 
pe ceed in the relative number of approved hospitals the non- 
sthol Catholic hospitals to the highest degree in those size groups 
ye sides 
lightl 
S welt 
by the 
Sout 
- eat 
pital: 
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TABLE IV: Distribution of Approved and Non-Approved 
Catholic and Non-Catholic Hospitals in the Continental 
United States, According to Bed Capacity 

Catholic Hospitals Non- Cc atholic Hospitals 


Ap- \Not Ap- Ap- \Not Ap- 

Bed Capacity proved | proved proved proved 
Total by by Total by by 

ALS. | ALS. ACS. | ACS. 
No. | No. No No. 

Total Number 
30 beds and less 53 5 48 1196 46 1150 
31 to 40 beds 47 12 35-373 4 309 
41 to 60 beds 96 38 58 534 179 355 
61 to 80 beds 71 44 27 322 72 150 
81 to 100 beds 73 53 20 236 161 75 
101 to 150 beds 141123 18 350 289 61 
151 to 200 beds 88 83 5 170 155 15 
201 to 300 beds 102 97 5 192 179 13 
301 or more beds 45 44 1 203 201 2 
~ TOTAL 716 ©6499 §=6.-217.—is«3576 = 1446 = 2130 
The Distribution by Percentage 

30 beds and less 100 9.4 90.6 100 8 96.2 
; 31 to 40 beds 100 25.5 74.5 100 17.2 82.8 
_41 to 60 beds 100 39.6 60.4 100 33.5 66.5 
61 to 80 beds 100 620 380 100 534 46.6 
81 to 100 beds — 100 726 274 100 68.2 318 
101 to 150 beds 100 87.2 12.8 100 82.6 17.4 
151 to 200 beds 100 94.3 5.7 100 91.2 8.8 
201 to 300 beds 100 95.1 4.9 100 93.2 6.8 
301 or more beds 100 978 2 100 99.0 1.0 
TOTAL 100 69.7 30.3 100 40.4 59.6 


of hospitals, in which it is most difficult to comply with the 
minimum requirements for approval. The large difference 
in the percentage of approved hospitals of 30 beds and less 
depends in part on the fact that the non-Catholic hospitals 
are often too small in size to receive consideration for ap- 
proval. This factor, however, is not valid for hospitals of 
more than 30 beds. In the size category of 31 to 40 beds, 
25.5 per cent Catholic hospitals are approved compared with 
17.2 per cent of i non-Catholic hospitals; this is a fre- 
quency relation of 3 to 2. In the categories of 41 to 60 beds 
and 61 to 80 beds, ons relative number of approved Catholic 
hospitals are 39.6 per cent and 62.0 per cent, respectively, 
compared with the corresponding rates of non-Catholic 
hospitals of 33.5 per cent and 53.4 per cent; a frequency 
relation in both categories of 6 to 5 in favor of the Catholic 
hospitals. 

The favorable standing of the Catholic hospitals in the 
relative number of approvals is very gratifying. It shows 
that religious principles in our Catholic hospitals are an 
influential force, and are closely correlated with leadership 
in hospital quality. 
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IV. The Bed Capacity of Catholic and Non-Catholic 
General Hospitals in the United States, 1946 


SOME advocates of improving the efficiency of the general 
hospital offer their opinion that the small hospital of 40 
beds and less is ineffective with regard to both quality of 
service and financial stability and that therefore the small 
hospitals should be replaced or consolidated with other hos- 
pitals in furtherance of higher efficiency. We are going to 
demonstrate’ statistical data which show that the smaller 
Catholic hospitals do not lack the efficiency of larger in- 
stitutions and are well prepared to meet the needs in caring 
for the sick. The affiliation through the Motherhouses of 
Sisterhoods with medical and teaching centers, the educa- 
tional standard of Sisters in administration and professional 
service, and the practical experience in small and large hos- 
pitals and in the schools of nursing give the small Catholic 
hospitals a particularly high rating. 

Notwithstanding this exceptionally good standing of the 
small Catholic hospitals, their relative number is far less 
than the relative number of non-Catholic general hospitals 
of the same size. If the capacity of 41 beds is taken as the 
critical limit, below which a hospital becomes generally too 
small for efficient work, we find among the total of 4312 
general hospitals, registered in 1946 by the American Medi- 
cal Association or listed in the Catholic Hospital Associa- 
tion’s Directory, 1682 hospitals or 39.0 per cent, falling into 
the category of critically small hospitals. Of these, only 100 
are Catholic hospitals and 1582 are non-Catholic hospitals 
(see Table I). The percentage of small hospitals of 40 beds 
or less is only 14.0 per cent of the total of Catholic hospitals 
and 44.0 per cent of the total non-Catholic hospitals which 


'To be the subject of a later statistical study 


TABLE I. Distribution of Catholic and Non-Catholic Hospitals 
According to Bed Capacity. Continental United States 


Catholic Non-Catholic 


Total 


Bed Capacity yy nitals . ———. Hospitals _ 

No ‘ No. % 
20 beds and less 646 9 1.3 637 17.7 
21 to 30 beds 615 44 6.1 371 15.9 
31 to 40 beds 421 47 6.6 374 10.4 
41 to 60 beds 632 96 13.4 536 15.0 
61 to 80 beds 395 71 9.9 324 9.0 
81 to 100 beds 309 73 10.2 236 6.6 
101 to 150 beds 494 141 19.7 353 98 
151 to 200 beds 258 88 12.3 170 4.7 
201 to 300 beds 294 102 14.2 192 53 
301 or more beds 248 45 6.3 203 5.6 
TOTAL 4312 716 100.0 3596 100.0 


TABLE II: Ratio of General Hospitals of 20 beds and less 


Catholic Hospitals | Non-Catholic Hospitals 


No. Percentage No. Percentage 
Registered hospitals of 21 2959 64.0 
beds and more 707 96.2 
Registered hospitals of 20 
beds and less 9 | 637 | 
| 3.8 . 36.0 
Non-registered hospitals 19 | 1023 | 


Total 735 4619 





are relatively more than three. times as numerous as th 
small Catholic hospitals. Almost one of every two ny. 
Catholic hospitals is critically small. We see that the prj. 
lem of replacing smaller hospitals by larger ones, or cg. 
solidating them into larger hospitals, is mainly a probly 
of the non-Catholic hospitals. The small number of the ven 
small institutions raises the average size of the Catholic 
hospitals considerably above the average size of the no. 
Catholic hospitals. 


| FREQUENCY OF DIFFERENT CAPACITIES 
| OF CATHOLIC AND NON-CATHOLIC GENERAL HOSPITALS 
TOTAL CONTINENTAL UNITED STATES 
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The difference in the bed capacity of Catholic and no 
Catholic hospitals is most apparent if we compare the e 
tremely small hospitals of 20 beds and less. Into this 
category falls a total of 646 hospitals of which 9 are Catholi 
and 637 are non-Catholic. This means that not more tha 
1.3 per cent of all Catholic hospitals are of such small six 
that the size does not justify its listing among the ful) 
equipped hospitals. The 637 non-Catholic general hospital 
of 20 beds or less are, however, equivalent to a percentag 
of 17.7 of the total of non-Catholic hospitals, a ratio mor 
than ten times as high as that of the small Catholic hos 
pitals. The policy of the Catholic Hospital Association is 
include all very small institutions of less than 20 beds among 
the “allied agencies” rather than among the list of hospital 


TABLE III: Distribution of Catholic and Non-Catholic Generl 
Hospitals of more than 20 beds According to Bed Capacity 


Catholic Non-Catholi 


Bed Capacity Hos pita! Hospitals 
No. Percentage No. Percentage 
21 to 30 beds 44 6.2 571 193 
31 to 40 beds 47 6.7 374 12.6 
41 to 60 beds 96 13.6 536 13.1 
61 to 80 beds 71 10.0 324 110 
81 to 100 beds 73 10.3 236 80 
101 to 150 beds 141 19.9 353 119 
151 to 200 beds 88 12.5 170 67 
201 to 300 beds 102 14.4 192 6.5 
301 or more beds 45 6.4 203 68 
TOTAL 100.0 2959 1000 
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TABLE IV: Frequency of Catholic and Non-Catholic General 




















Hospitals According to Three Sizes of Hospitals 
Arranged by Geographical Districts 
. Percentage of Hospitals 
, . with a capacity of 
Geographical District Total 10 bed 4 to ges 
IS aS the or less 100 beds more beds 
w Catholic Hospitals 
| 0 Don. New England States 100 3.3 30.0 66.7 
he prob. North Central Atlantic 100 3.8 22.4 73.8 
» OF Cop. south Central Atlantic 100 15.4 7.7 76.9 
Problen | South Eastern 100 8.4 36.1 55.5 
the very Fast North Central 100 6.2 34.4 59.4 
C: th ” Et West North Central 100 23.7 38.4 37.9 
atholi North Western 100 10.7 48.2 41.1 
the nop. South Central 100 $3.2 34.7 32.0 
South Western 100 18.8 27.0 54.1 
Alaska 100 20.8 80.0 8 
TOTAL US 100 14.0 33.5 52.3 
Non-Catholic Hospital 
New England States 100 30.8 35.7 33.6 
North Central Atlantic 100 18.3 33.8 47.9 
South Central Atlantic 100 30.5 36.8 32.6 
South Eastern 100 48.8 37.6 13.5 
East North Central 100 40.5 30.2 29.3 
West North Central 100 58.9 ° 23.9 17.2 
North Western 100 54.5 27.5 18.0 
South Central 100 64.9 23.3 11.8 
South Western 100 36.2 26.8 27.0 
Alaska 100 77.7 22.3 0 
TOTAL US 100 44.0 30.6 25.4 
This policy which has not been followed in every instance 
in the past, will be followed strictly beginning with the 1947 
directory of the Catholic Hospital Association. Without 
such restriction as to the size of hospitals, the number of 
id non-§ general hospitals (including maternity hospitals) in the 
the ef 1946 directory of the Catholic Hospital Association, having 
to this} acapacity of 20 beds or less would increase the number by 
athol f 19 with a resulting total of 28 or 3.8 per cent of a cor- 
e than F respondingly increased total. 
all sie} On the other hand, a survey by the Bureau of the Census’ 
> fully # found more than one thousand general hospitals (1023) 
spitak F besides the above mentioned 19 Catholic institutions with a 
entagt § total of 20,000 odd beds, or.an average of 20 beds per 
) mor . . Me sf ie ne 
: Bureau of the Census, Hospital and other Institutional Services. Vital Statistics, 
Cc hos Special Reports, Vol. 13, No. 2, Page 11, Washington, D. C., 1941 
n is to 
among 
‘alk PERCENTAGE OF SMALL GENERAL HOSPITALS 
pass AMONG CATHOLIC AND NON-CATHOLIC HOSPITALS 
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hospital, which are not registered by the American Medical 
Association and which are comparable to the “allied agen- 
cies” of the Catholic Hospital Association directory. If we 
include the 1023 non-registered small hospitals in both, the 
category of smallest non-Catholic hospitals and the total of 
all non-Catholic hospitals we come to a relation of 1660 
extremely small hospitals among an increased total of 4619, 
making a percentage of 36.0 as against the above mentioned 
3.8 per cent for Catholic institutions. 

The combined capacity of all 4312 general hospitals in 
the continental United States registered by the American 
Medical Association and the Catholic Hospital Association 
is 455,875 beds which makes the average American general 
hospital a 105-bed institution. The average capacity of the 
non-Catholic general hospitals is 100 beds while the average 
Catholic general hospital is 142 beds, almost by one half 
larger. . 

Table I shows that for institutions of 41 to 60 beds or less, 
the non-Catholic general hospitals are comparatively more 
frequent than the Catholic general hospitals, the latter are 
more frequent in the larger of the size groups from the capac- 
ity of 61 to 80 beds and higher. This relation between the 
Catholic and non-Catholic hospitals is not essentially 
changed if the very small institutions with 20 beds or less 
are completely disregarded. Table III shows that in such 
comparisons the Catholic hospitals are less frequent in the 
size groups from 21 to 80 beds, more frequent in the size 
group of 81 to 300 beds, and about evenly frequent in the 
category of more than 300 beds. 

Table IV summarizes these data for three size groups of 
hospitals, namely the hospitals of (a) 40 beds and less, 
representing the very small hospitals, (6) 41 to 100 beds, 
representing the moderately small hospital, and (c) 101 beds 
and more, representing the medium and large hospitals. It 
can be expected that, as a general rule, the larger hospitals 
are most frequent in the less populated regions in which the 
large metropolitan centers dominate the characteristics of 
the population and that, correspondingly the small hospitals 
are least frequent there, while in regions with a higher ratio 
of rural districts, the small hospitals increase in frequency. 
Correspondingly we find the lowest percentages of Catholic 
hospitals with 40 beds and less in the New England States, 


PERCENTAGE OF LARGE GENERAL HOSPITALS 


AMONG CATHOLIC AND NON-CATHOLIC HOSPITALS 
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3.3 per cent; the North Central Atlantic States (New York, 
Pennsylvania and New Jersey), 3.8 per cent; and the East 
North Central States, 6.2 per cent, to which Ohio and Illinois 
belong. The small non-Catholic hospitals are similarly least 
frequent in the North England States, 30.8 per cent and the 
North Central Atlantic States, 18.3 per cent. To the three 
lowest regions, with regard to the frequency of small hospi- 
tals do not belong, however, the East North Central States 
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which rank with 40.5 per cent in fourth place, but the 
South Central Atlantic States. 

The regions which, so far as the Catholic hospitals gy 
concerned, have the highest percentage of small hospital 
are predominantly rural in the South Central States (33; 
per cent) and the West North Central States, 23.7 per cen, 
These two regions rank also highest, next to Alaska, wit, 
regard to the percentage of small non-Catholic hospitals, 


V. Assignment of Sisters and Brothers to 


Different Positions in the Hospital 


IN CONNECTION with the state hospital survey pro- 
grams, the Catholic Hospital Association requested the 
Sisters and Brothers of Catholic hospitals to answer a 
number of “Supplemental Questions” pertaining particuarly 
to the special interests of the Catholic hospitals. The answers 
to these questions are being studied and analyzed, in order 
to present the facts to the Sisters and Brothers of our Cath- 
olic hospitals. One of these questions pertaining to the 
departmental personnel and functions in the Hospital Sched- 
ules of Information of the Commission on Hospital Care 
referred to the assignment of Sisters to various departments 
in the hospitals. It is very gratifying to find that most of 
the Catholic hospitals answered the Supplemental Questions 
very carefully, so that we are today able to present more 
clearly than at any previous time, data concerning the 
distribution of the Sisters and Brothers in their particular 
services in the hospital. 

The following preliminary report is based on the answers 
to the Supplemental Questions provided by 241 Catholic 
hospitals with complete and comparable data, constituting 
an acceptable and representative sample of all Catholic 
hospitals. In these hospitals, covering alike hospitals of 
of small, medium, and large bed capacities, a total of 5363 
Sisters' are engaged in their professional and charitable work 
of caring for the sick. The general average number of Sisters 
per hospital was found to be 22.2 Sisters per hospital. It is 
to be expected that the average number of Sisters per 
hospital will vary with the size of the hospitals, being larger 
in the large institutions and smaller in the small institutions. 


‘Any mention of “Sisters” in this report includes also the Brothers in Alexian 
Brothers Hospitals, whose Supplemental Questions are part of the statistical compilations 
of this study 


TABLE I: Number of Religious Rendering Service in 241 
Catholic Hospitals According to Size Groups* 


No. of Total No. of |Average No. of 
Bed Capacity Hospitals Sisters* Sisters Per 
Re porting Employed Hospital 
40 beds and less 19 247 13.0 
41 to 60 beds 32 443 13.8 
61 to 80 beds 26 400 15.4 
81 to 100 beds 20 351 17.5 
101 to 150 beds 55 1196 21.8 
151 to 200 beds 32 708 24.4 
201 to 300 beds 5 1199 34.5 
301 or more beds 22 759 34.5 
TOTAL 241 5303 22.2 


“Including Brothers it Hospitals 





Table I shows that the hospitals with 40 beds and less hay. 
an average 13.0 Sisters; and shows too that this ratio ip. 
creases with increasing bed capacity, to a maximum of 345 
Sisters in the hospitals having more than 300 beds. It i 
interesting to note, that there is but a small difference ip 
the average number of Sisters in hospitals having more tha 
200 beds; the average for the size group 201 to 300 beds 
being only 0.2 of a Sister less than the average for hospitals 
having more than 300 beds. . 

More than one half of all Sisters in the reporting, 303 
or 56.7 per cent of the total of 5363 is assigned to profes. 
sional services which include the nursing service, the service 
in operating and delivery rooms, the school of nursing, the 
X-ray and laboratory service, pharmacy, anesthesia, the 
medical record department, physical and occupational 
therapy, and other professional services. 

About one fifth of all Sisters, 1029 or 19.2 per cent, are 
occupied with various duties of the hospital administration 
One seventh of the Sisters are assigned to the general mainte. 
nance of the hospital, such as the laundry, linen room, and 
general housekeeping. The remaining one tenth is engaged 


TABLE II: Assignment of Religious to Service in Administr- 
tion, Dietary, Household, and Professional Activities* 


| Sisters’ Assigned to: 


Total (a) (b) (c) (d 
Bed Capacity | Number of| Adminis- Dietary Household  Profes- 
Sisters tration sional 
Service 


Number of Sisters According to Service in Relation to Size 


40 beds and less 247 47 37 45 118 
41 to 60 beds 443 96 63 82 202 
61 to 80 beds 400 73 38 66 223 
81 to 100 beds 351 62 35 61 193 
101 to 150 beds 1196 226 119 143 708 
151 to 200 beds 768 155 71 105 437 
201 to 300 beds 1199 222 110 159 708 
301 or more beds 759 143 51 106 454 
TOTAL 5363 1024 524 767 3043 
Distribution of Sisters by Percentage According to Service and Size 0} 
Hospital 
40 beds and less 100 19.0 15.0 18.2 478 
41 to 60 beds 100 21.7 14.2 18.5 45 
61 to 80 beds 100 18.3 9.5 16.5 55.7 
81 to 100 beds 100 17.7 10.0 17.4 ie 
101 to 150 beds 100 18.9 10.0 11.9 39.2 
151 to 200 beds 100 20.2 9.2 13.7 56.9 
201 to 300 beds 100 18.5 9.1 13.3 30.1 
301 or more beds 100 19.5 6.7 14.0 vd 
TOTAL 100 19.2 9.8 14.3 $0.7 
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TABLE III: Average Number of Beds per Sister* assigned to 
Professional Services 


— Total No. of Total No. of Average No. of 
Beds in Sisters’ in Beds Per Sister 
Bed Capacity Hospital Professional in Professional 
_ Reporting Services Services 
Weds or less S531 18 45 — 
Fito 60 beds 1575 202 78 
Fito 80 beds ——- 1836 223 8.2 
“gi to 100 beds- 1793 193 9.3 
joi to 150 beds 6562 708 9.3 
{51 to 200 beds 5350 437 me 
21 to 300 beds 8437 708 «ALG 
301 or more beds 8030 454 17.7 
34114 3043 11.2 


~ TOTAL 


TABLE IV: Estimated Total Number of Sisters’ in 746 Catholic 
Hospitals of the United States 1946” 


| Hospitals Reporting | Total Hospitals 
| | Estimated No. of 


Bed Capacity | No. of No. of | No. of Sisters’ 

| Hospitals Sisters’ | Hospitals; | Per cent 

ae aids | of Total 
“#0 beds and less 19 247,—~—«<“‘«i:‘«*C*d 1183 7.2 
“Hl to 60 beds 32 443 94 1297 8.0 
‘61 to 80 beds 26 400 80 1232 7.6 
81 to 100 beds 20 351 56 980 6.0 
101 to 150 beds 55 1196 151 - 3141 — 19.3 
151 to 200 beds 32 768 97 ~ 2366 14.5 
101 to 300 beds 35 1199 119 4080 25.1 
301 or more beds 22 759 58 2002 12.3 
TOTAL 241 5363 746 16281 100.0 


"Including Brothers in Alexian Brothers’ Hospitals. 


in the dietary department, some as dieticians and others 
as assistants. 

The distribution of the Sisters to different classifications 
within the hospital was studied with reference to the various 
sizes of hospitals and results in the somewhat surprising 
fact, that the percentage of Sisters assigned to hospital admin- 
istration shows very little variation among small, medium, 
and large hospitals. The average percentage of Sisters 
assigned to administrative duties in hospitals of 40 beds 
and less is 19.0, almost equal to the corresponding percentage 
in hospitals having more than 300 beds (Table II). In no 
size group of hospitals is the percentage of Sisters in admin- 
istration lower than 17.7 and in none higher than 21.7, 
a difference of only 4.0. 

The size of the hospitals has, however, a marked in- 
fluence on the assignment of Sisters to the other two classifi- 
cations of hospital service. The percentage of Sisters in 
professional activities is smallest in the hospitals of 60 beds 
and less, comprising in one instance 45.6 per cent and in 
the other 47.8 per cent in hospitals of 41 to 60 beds and 
40 beds and less, respectively. Almost sixty per cent (59.8) 
of the Sisters in hospitals with more than 300 beds are 
engaged in professional services. The Sisters assigned to 
the household and dietary departments, on the other hand, 
decrease distinctly with increasing hospital bed capacity. 
The sharpest decrease is found in the dietary department, 
which utilizes 15.0 per cent of the Sisters’ services in the 
hospitals of 40 beds and less, and to which in the large 
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hospitals of more than 300 beds, are assigned only 6.7 per 
cent of the Sisters. 

In the 241 hospitals for which data are here reviewed, 
the aggregate capacity is 34,114 beds. If we relate the total 
of 3043 Sisters in professional services to the total of 34,- 
114 beds, we find that on the average one of these Sisters 
in a professional capacity is in charge of 11.2 beds. It should 
be understood however, that this relation is not confined to 
Sisters in the nursing departments only, but includes all 
professional services as mentioned above in the small 
hospital of 40 beds and less, one Sister assigned to profes- 
sional duties is in charge of an average of 4.5 beds. This 
ratio increases ‘gradually up to 17.7 beds per Sister in the 
class of hospitals of more than 300 beds (Table III). We 
can deduce from these ratios that there exists a gradual shift 
in the service assignments of the Sisters in small hospitals to 
more predominantly supervisory services for Sisters in large 
hospitals. This relationship apparently explains why the 
percentages of Sisters in the dietary and household depart- 
ments decrease in hospitals of increasing bed capacity, 
indicating that the Sisters in the larger hospitals must 
assume supervisory charge over lay personnel. 

The data from 241 hospitals, upon which this study has 
been based, provide an opportunity to estimate the grand 
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total of Sisters engaged in the Catholic hospitals of the 
United States. The average number of Sisters per hospital 
of each size group has been extended to all hospitals of the 
respective size groups (Table IV). From this computation a 
total of 1183 Sisters are to be found in the small hospitals 
of 40 beds and less, a total of 1297 Sisters in the hospitals 
of 41 to 60 beds, and so forth. It is to be noted that 2002 
Sisters are assigned to the large hospitals of more than 300 
beds. The grand total of all Sisters thus computed is 16,281, 
which includes the Sisters on active hospital duty only and 
excludes Religious in novitiates and the motherhouses who 
are not engaged in hospital duties. 

If representing the totals of Sisters in all Catholic 
hospitals of each hospital size group in percentage of 


the grand total of 16,281 hospital Sisters in the 
United States, we find that only 7.2 per cent of 
all Sisters on active service are engaged in the 91 


smallest hospitals of 40 beds and less, which constitute 12.2 
per cent of all hospitals; that 8.0 per cent of all Sisters are 
assigned to the 94 hospitals having from 41 to 60 beds, 
constituting 12.6 per cent of all hospitals, and so forth. 
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Finally we find 25.1 per cent and 12.3 per cent of q 
Sisters in the large hospitals of 201 to 300 and 30} and 
more beds, respectively, to which 119 or 16.0 per cent ay 
58 or 7.8 per cent of all Catholic hospitals belong. They 
percentages also express, to a certain extent, the chance {y 
any Sister to belong to a small or large hospital staff, whig 
on the average is at the same time a chance to be a membe 
of a smaller or larger community of Sisters; we found jy 
Table I the average number of Sisters and not for , 
particular Sisterhood, because the distribution of hospita 
according to size varies largely from Sisterhood to Siste. 
hood. Roughly one fourth (22.8 per cent) of all Sisters ay 
in hospitals of 80 beds and less, these three lower size grow 
taken together have an average community of Sisters jj 
active hospital duties of 14.2; another fourth (25.3 per cent 
of all Sisters are in the hospitals of the next two size group 
(from 81 to 150 beds) in which the average community 
Sisters is 20.6, and one half (51.9 per cent) of all Sisters 
may be found in larger hospitals of more than 150 bed 
resulting in an average community of 30.7 Sisters in active 
hospital duty. 


VI. The Reported Bed Capacity of Hospitals 


THE most important data for any statistical analysis of 
existing hospital facilities pertain to the number of hospitals 
and the number of hospital beds. Inaccuracies in these data 
caused by lack of uniformity in the listing of institutions and 
their bed capacity can easily become the sources of serious 
errors. 

So far as the number of hospitals is concerned, we find 
a striking difference in the relative number of small institu- 
tions in the listings of the American Medical Association and 
those of the Catholic Hospital Association. The 1946 direc- 
tory of the Catholic Hospital Association contains, for in- 
stance, only nine general hospitals, or 1.3 per cent of the 
number of hospitals which have capacities as low as 20 beds, 
while the non-Catholic general hospitals of the same size 
as registered by the American Medical Association number 
637 or 17.7 per cent of the total. That the non-Catholic 
general very small hospitals are relatively more than ten 
times as frequent as the Catholic general hospitals of the 
same size is partly due to the policy of the Catholic Hospital 
Association in listing the very small institutions generally 
as “allied agencies”' rather than as hospitals. Without such 
a restriction as to the size of hospitals, which has not been 
followed in every instance, the number of general hospitals 
(including maternity hospitals) in the 1946 directory of the 
Catholic Hospital Association, having a capacity as low as 
20 beds would increase the number by 19 with a resulting 
total of 28 or 3.8 per cent of the correspondingly increased 
total. 

So far as the bed capacity of hospitals is concerned, it 
must be borne in mind that all nationwide directories of 
hospitals depend upon the accuracy of information given to 


tNineteen are so listed 





the various associations by the hospitals themselves. A study 
of the reported bed capacities of hospitals reveals that mor 
often than expected the same hospital reports its bed 
capacity differently in the three different directory informa. 
tion requests issued in the same year. This is due part 
to the lack of a clear and uniform definition of “bed 
capacity.”” The question of the size of a hospital can be 
answered in the following four methods, each one, however 
having a different meaning. The application of the fow 
methods by most hospitals will result in different answers 
concerning the size of the hospital: 

1. The number of beds for which the hospital and later 
additions were originally designed, known original 
capacity: this implies disregarding the present arrangemenl 
of hospital beds. 

2. The number of beds, computed on the basis of é 
minimum space or area per bed, necessary for efficien! 
patient care, known as normal capacity. The Schedules 0 
Hospital Information, arranged by the Commission 0 
Hospital Care and used in the state hospital survey program's 
defines this theoretical minimum space as 80 square feet per 
bed for adult patients, 50 square feet per pediatric beds, ani 
25 square feet per crib or bassinet. 

3. The number of beds which are actually set up {0 
patients care, known as complement capacity. 

4. The number of beds in space originally designed 
patients’ rooms, but now occupied as living quarters {ot 
nurses or other hospital personnel, known as_ potentid 
capacity, such a number of beds could be added to any one 
of the three kinds of capacity, mentioned above. 

It can easily happen that a hospital administrator, cot 
pleting two or more questionnaires from different inquiring 
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agencies, reports each time a different bed capacity, if the 
questions imply, or seem to imply a different meaning of the 
bed capacity. 

A study of the differences or reported bed capacities of 
Catholic hospitals in the United States has been made. The 
following three sources of information have been compared: 

a) The Hospital Directory of the Catholic Hospital Asso- 
cation (C.H.A.) for 1946. 

b) The list of hospitals registered by the American 
Medical Association (A.M.A.) for 1946. 

c) The Hospital Schedules of Information of the state 
hospital surveys, mostly referring to the same census time as 
in the two hospital directories. 





Comparison of Recorded Bed Capacities According to the 
C.H.A. and A.M.A. Directories 

A total of 716 hospitals were listed in both the C.H.A. 
and the A.M.A. hospital directories of which slightly less 
than one half, 329 hospitals or 46.0 per cent, had a bed 
capacity according to the C.H.A. directory corresponding to 
the reported bed capacity in the A.M.A. directory. For the 
rmaining 387 hospitals, the bed capacity according to the 
(H.A. directory was almost as often smaller (196 hospitals 
or 27.4 per cent) as larger (191 hospitals or 26.6 per cent) 
than the bed capacity according to the A.M.A. directory. 
Although this implies that the differences in the two reported 
bed capacities balance each other on the whole, such 
differences are likely sources of more serious errors when 
studies are based on particular districts such as states or 
dioceses. So far as the size of the differences between the 
reported bed capacities is concerned, we find that in 158 
hospitals the bed capacity as reported in the A.M.A. 
directory differs by more than ten per cent from the bed 
capacity according to the C.H.A. directory. 

The differences between the reported bed capacities are 
inno way restricted to a certain kind of hospital but are 
almost as frequent in each size group. The percentage of 


TABLE I: The Bed Capacity According to the C. H. A. 
Directory Was: 


No. of 
Hospitals 


Percentage 


Equal to the capacity according to the A.M.A. 


Directory in: 329 46.0 
It was iarger in the C.H.A. Directory than the capacity 
according to the A.M.A,. Directory in: 191 26.6 
up to 10% 115 or 16.1% 
10 to 30% 64 or 8.9% 
30 to 50% 10 or 14% 
50 to 80% 1 or A% 
more than 80% 1 or A% 
Total 191 or 26.6% 
It was smaller in the C.H.A. Directory than the capacity 
according to the A.M.A. Directory in: 196 27.4 
up to 10% 114 or 15.9% 
10 to 30% 67 or 94% 
30 to 50% 12 or 1.7% 
50 to 80% 3 or AN 
more than 80% - or - 
Total 196 or 27.4% 
Total Hospitals listed 716 100 
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hospitals which reported to both directories the same bed 
capacity ranges from 38.2 per cent in the hospitals of 81 
to 100 beds in capacity to 54.3 per cent in the hospitals of 
40 beds and less. 


TABLE II: Differences between the Bed Capacity of Catholic 
Hospitals as reported in: (1) the CHA Hospital Directory of 1946 
(2) the AMA Hospital Directory (registered hospitals), 1946 


The bed capacity 


Total The bed according to the Catholic 
hospitals capac? , CHA Directory Hospital 
Bed Capacity listed in in both Smaller Large mes liste . 
both direc tories — - in the 
directories %8" with Than the bed capac ity iW 
each other according to Directory 
AMA Directory 
Number of Hospitals by Size 
40 beds and less 81 44 16 21 ! 
41 to 60 beds 87 43 21 23 7 
61 to 80 beds 78 4] 18 19 2 
81 to 100 beds 55 21 12 22 1 
101 to 150 beds 147 7 4° 43 4 
151 to 200 beds gs 40 29 2¢ 2 
201 to 300 beds 117 63 6 21 2 
301 or more beds 56 23 17 16 
TOTAL 716 329 196 191 
Percentage of Hospitals by Size 
40 beds and less 100 34.3 19.8 25.9 
41 to 60 beds 100 49.4 24.1 26.5 
61 to 80 beds 100 52.5 23.1 24.4 
81 to 100 beds 100 38.2 21.8 40.0 
101 to 150 beds 100 8.8 2.0 29.2 
151 to 200 beds 100 42.1 0.5 27.4 
201 to 300 beds 100 31.3 30.8 17.9 
301 or more beds 100 41.1 0 28.6 
TOTAL 100 46.0 27.4 26.6 


Comparison of reported bed capacities according to the C.H.A. 
Directory and the Hospital Schedules of Information 

There are only 363 hospitals which have filed the final 
copy of their Hospital Schedules of Information with suffi- 
cient data on the bed capacity with the office of the Cath- 
olic Hospital Association. The Hospital Schedules of In- 
formation list two kinds of bed capacity, the complement 
capacity and the normal capacity (see above for their mean- 
ing). In only a little more than a third of them could any 
agreement between the reported bed capacity of the Hospital 
Schedules of Information and the bed capacity according to 
the C.H.A. Hospital Directory be found. (See Table III). 
It should be noted that in 218 hospitals or 60.0 per cent the 
bed capacity of the C.H.A. directory does not agree with 
either complement or normal capacity. 


The relation between Complement and Normal Bed Capacities 

More than one half of all Catholic hospitals are too 
seriously overcrowded. Among the total of 344 hospitals 
which reported both the complement and normal bed capac- 
ity, there were 190, or 44.8 per cent, of the hospitals in 
which more beds were actually set up than the minimum 
space requirement per bed for efficient patient care would 
permit. The overcrowding exists in all size groups of hospi- 
tals and varies from 48.2 per cent in the hospitals with 81 
to 100 beds to 68.9 per cent in the hospitals with 101 to 150 
beds (see Tables IV and V). 
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TABLE III: Variation of the Bed Capacity of Catholic Hospitals 
as reported in: (1) the C.H.A. Hospital Directory of 1946, 
and (2) the Hospital Schedules of Information (State Hos- 
pital Surveys) “complement” and “normal” capacities 





The bed capacity according to the C.H.A, Directory 
No. of 


Hospitals 
agrees with both the complement and normal capacity in 67 
agrees with the complement capacity only in 43 
agrees with the normal capacity only in 
does not agree with either the complement or normal 
capacity in 
and is larger than-both in 
smaller than both in 
larger than one and smaller than the other in 
’ disagrees with the complement capacity only in 

disagrees with the normal in 
the complement capacity is not given for 
the normal capacity is not given for 


Total No. of Hospitals reporting 


Percent 











The 190 hospitals which reported a different complement 
and normal capacity have a total normal capacity of 22,662 
beds and a total complement capacity of 26,039 beds. In 
other words, their total complement capacity is 3,377 beds 
or 14.9 per cent larger than the normal capacity and amounts 
to 26,039 beds. It should be noted that the complement 
capacity of the small hospitals, with 100 beds or less, exceeds 
the normal capacity in hospitals with higher bed capacities 
twice as much as in hospitals with more than 100 beds, as 
the following figures show: 

Total normal capacity in 80 hospitals with 
100 and less beds of which the complement 
and normal capacity are different 3,817 beds 

Total complement capacity in the same 
hospitals 4,789 beds 

Difference between normal and complement 25.5 per cent 

Total normal capacity in 110 hospitals with 
more than 100 beds of which the complement 
and normal capacity are different 18,845 beds 

Total complement capacity in the same 
hospitals 21,225 beds 
Difference between normal and complement.. 13.0 per cent 


Summary 
The bed capacities of hospitals reported by different 
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TABLE IV: Complement and Normal Bed Capacity of 





Hospitals of which| 

the complement | 

Total and normal = 

| hospitals Capacity are equal | No.of | No a 

|reporting ie af | No of | No. of | beds com-| beds 
| ho eee | ‘ |hospitals| plement | 

| hospitals| beds | ent | normal 

Pe ARS eee! Danek —__!_.._! _! Capacity | capacity 

_40 beds and less 19 466 18 568 Sa 

_41 to 60 beds 18 831 1335 tong 

61 to 80 beds 14 938 1352 

81 to 100 beds 14 1207 


101 to 150 beds 32 3753 
3315 Ro 


151 to 200 beds 20 

201 to 300 beds 25 5957 z $976 

301 or more beds _ 12 4090 006 ~~ «AA 
154 20557 26039 22662 
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TABLE V: Complement and Normal Bed Capacity of 
344 Catholic Hospitals (percentages) 
| Percentage of hospitals 


| of which the 
| Total | complement and 





"Percent increase 
| of the complement 
| bed capacity over th 


| hospitals | normal capacities are | normal capacity of 
\reporting | 

| | 
| equal | 


Bed Capacity 





hospitals of which 
both hed capacities 


different i 
are different 





48.7 

59.1 

62.2 
48.2 _ 
69 


51.3 
40.9 


“40 beds and ess 


41 to 60 beds 


“61 to 80 beds 


“81 to 100 beds 
101 to 150 beds 

















151 to 200 beds 





201 to 300 beds 


301 or more beds __ 
TOTAL 














hospital directories very often have differences which co- 
stitute serious sources of errors if the reported bed capacities 
be used for calculation on the occupancy rate of hospitals 
or for other purposes. The bed capacities in hospital direc- 
tories differ also largely .£rom the complement and normal 
capacity as reported in the Hospital Schedules of Informe- 
tion. It seems indicated that more effort must be spent to 
achieve a higher degree of uniformity in reporting the 
hospital bed capacity. 


X-Ray Technicians Who Received Diplomas, Feb. 16, 
1947, at St. Joseph’s Hospital, Milwoukee, Wis 
They are: Virginia Ahlhauser, Milwaukee; Marjorie 
Batchelder, Milwaukee; Rosemary Roth, Sheboygani 
Margaret Johnson, Sheboygan; and 
Ruth Richter, Milwaukee. 
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Public Health in India 


EDITOR’S NOTE: Mother Anna Den- 
gel, M.D., with her customary high- 
minded enthusiasm for the missions, has 
submitted for publication in this journal, 
a summary of health conditions in India. 
Volumes I and IV of an official govern- 
ment publication “Health Survey of 
India” have come to her hand up 
to the present, and she has abstracted 
from these volumes significant generaliza- 
tions concerning health conditions in In- 
dia, the country which at this moment is 
playing so important a role in the inter- 
national situation and which is participat- 
ing in so dynamic a manner in the shaping 
of the future of the British Empire. The 
interest of Mother Dengel and of the Med- 
ical Mission Sisters, the Religious Order 
which she has founded, in the affairs of 
that great and mysterious country is one 
of the pronouncedly emphatic features of 
the Church’s missionary endeavors in this 
century. 

Rather than attempt a further abbrevia- 
tion of Mother Dengel’s abstract, it might 
be desirable to present it as she herself 
has written it. It would seem that with- 
out further definition the statistical details 
are self-explanatory even though they are 
quoted in terms quite different from those 
in which they would be presented in this 
country. 


"Medical Mission Sisters, 8400 Pine Road, Fox Chase, 
Philadelphia 11, Pa. 


Mother Anna Dengel, M.D.* 


THE term health implies more than 
an absence of sickness in the individual 
and indicates a state of harmonious 
functioning of the body and mind in 
relation to his physical and social en- 
vironment, so as to enable him to enjoy 
life to the fullest possible extent and to 
reach his maximum level of productive 
capacity. In every community there are 
three classes of persons, namely, those 
whose level of health is so low that they 
are victims of disease; others who, 
while they manifest no definite signs 
of sickness, are yet so devitalized that 
the possible range of their physical and 
mental achievements is considerably re- 
stricted; and a third class consisting of 
those who are blessed with an abun- 
dance of life and vigor. An assessment 
of the state of the public health in a 
country should, therefore, be based on 
information relating to all these three 
classes of people. But data regarding 
positive health are more difficult to col- 
lect than those relating to sickness and 
mortality, and, in all countries, statis- 
tical and other information regarding 
the former is available on a much more 
limited scale than information in re- 


I. Indian Mortality Rates 
A. General Mortality Rates (as compared with other countries) 





spect of the latter. This is particularly 
so in India. 

It is seen that, in India, nearly half 
the total deaths are among children 
under 10 years of age and that, of the 
mortality in this age group, one half 
takes place within the first year of life. 


C. Maternal Mortality 

A special Committee appointed by the 
Central Advisory Board of Health to 
report on maternity and child welfare 
work in India came to the conclusion in 
1938 that the rate for the country as a 
whole “is probably somewhere near 20 
per 1000 live births.” 

It has been estimated that in British 
India maternal deaths total annually 
about 200,000. With such a large mor- 
tality, the number of women suffering 
from varying degrees of disability and 
discomfort as a result of childbearing 
must be very much larger, probably 
about four millions if estimates made 
elsewhere, of the proportion of cases of 
mortality due to maternal causes to 
those of morbidity from the same 
causes can be taken as an approxi- 
mate guide for India. Jt is clear that 
any plan for improving the health of 
the community must pay special atten- 
tion to the development of measures for 
adequate health protection to mothers 


and children. 


D. Prevalence of Diseases 


Infant 
mortality 
(1937) 


Death rate 
(1937) 


Life Expectancy 
Females 





Country 
Males 





26.91 26.56 (1921-30) 





62.67 (white pop.) 
49.51 (negro pop.) 
(1929-31) 


59.12 
47.55 





England and Wales 


58.74 62.88 (1930-32) 





a 


India’s death rates for the community 
as a whole and for infants (children 
under one year of age) ran high in 
comparison with corresponding rates of 
other countries. Similar rates for Brit- 
ish India in 1941 were 21.8 per 1000 
population and 158 per 1000 live 
births. They do not affect the position 
of India in the tabular statement. The 
level of health in the country, as judged 
by these rates, is therefore low. 


B. Deaths Among Infants and Children 





Total under 
10 Years 


Under one 
Year 

1-5 Years 
5-10 Years 





British India 
(average for 1935-39) 


to 
a 
we 
— 
a 
ao 
> 
ad 
> 





England and Wales 


Nh 
os 





Note: The largest single cause of 
death under “fevers,” is undoubtedly 
malaria, and, under “respiratory dis- 
eases,” tuberculosis. India continues to 
be the largest reservoir of smallpox 
infection. 


Conclusion: The present low state of 
the public health in India is reflected in 
the wide prevalence of disease and the 
consequent high rates of mortality in 
the community as a whole, and in par- 
ticular, among such vulnerable groups 
as children and women in the repro- 
ductive age period. /t is considered that 
at least 50 per cent of the existing mor- 
tality in the country is preventable and 
should therefore be prevented. 
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Average Annual Deaths in British India, During 1932-41 (excluding Burma) 





Cholera Smallpox Plague 


Dysentery 
and 
Diarrhoea 


Other 
causes 


Respiratory 
diseases 


Fevers 





144,924 
(2.4) 


3,622,869 


261,924 471,802 1,599,490 


(58.4) (4.2) (7.6) (25.8) 





Total: 6,201,434 (100.0) 





II. Causes of the Low Level of Health in India 


A. Prevalence of Insanitary Conditions 

In order to give some idea of the 
conditions prevailing in the rural areas, 
we may quote the results of certain 
surveys of the villages in the Punjab 
carried out by the Public Health de- 
partment of that province. The director 
of public health took the following as 
criteria for what he termed a “sani- 
tated village.” 

1. A water supply protected from 
surface contamination; 

2. Drains for the removal of waste 
water; 

3. Regular removal of filth and ref- 
use outside the village to a place pre- 
pared for their reception. 


cereals. Available figures suggest that 
the average annual production of ce- 
reals in the country in 1939-43 fell 


short of the necessary requirements of ° 


the population by about 22 per cent. 
Other articles of diet — vegetables, 
fruits, milk, meat, fish, and eggs, will 
have to be increased several times in 
quantity before adequate amounts will 
become available for the proper nu- 
trition of the people. The diet of the 
population as a whole is seriously de- 
fective both in quality and in quantity. 
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that, with the existing morbidity and 


mortality rates, the minimum Standard; 
should be 10 beds per 1000 population 
On this basis the number of beds p. 
quired for India will be more than 4) 
times the present provision 


D. General Education and Health 
Education 


Speaking generally, while the Indiay 
home is kept fairly clean, the senyfm! 
of responsibility of the average person 
in regard to community hygiene seem; 
not infrequently to be conspicuous by 
its absence. It is clear that the develop. 
ment of civic consciousness is essential 
if an improvement of environment, 
hygiene is to be effected. The im. 
portance of general education and 
health education for creating this civic 
consciousness cannot be overempha- 
sized. 

The percentage of literate persons in 


C. Inadequacy of Existing Medical and Preventive Health Organizations 





Ratio of numbers to 


Class of personnel 
now 


Number available present pop. of Brit. 
India (300 millions) 


Existing ratio in the 
United Kingdom 





Doctors 1 to 6,300 1 to 1,000 
to 1 to 300 


The director of public health pointed 
out in his annual report for 1936 that, 





Nurses 1 





400,000 1 to 4,770 


of a total of 35,871 villages in the 
province, only 382 villages distributed 
over 27 districts (or about 1 per cent) 
satisfied these conditions and could be 
considered as “sanitated.” As the result 
of a continued drive to improve village 
sanitation, the number of “sanitated”’ 
villages rose to 5470 by 1943 or 15.2 
per cent of the total. 

The criteria laid down can be con- 
sidered as only minimum standards of 
environmental sanitation and, although 
some progress has been achieved in this 
province, much more remains to be 
done. Similar information is not avail- 
able for other provinces, but there is 
no reason to assume that conditions in 
them are better than in the Punjab. In- 
deed, it may well be that, in some, they 
are worse. 


B. Nutrition 

Dr. Aykroyd, the Director of the 
nutrition research Laboratories, Co- 
onoor, has said that an insufficient and 
ill-balanced diet is typical of the food 
consumed by millions in India. 

About 80 to 90 per cent of the food 
consumed by the people consists of 


Health visitors 1 to 


(1935 figure) 





Midwives 


lto 618 
(1943 figure) 








1 to 3 doctors 





Qualified dentists 


1 to 2,700 





* Persons who have had training in countries where legislation controlling pharmacy exists 


Before any reasonably rapid expan- 
sion of health services can be carried 
out, the available numbers of health 
personnel under the different categories 
will have to be increased considerably. 
The provision of facilities for training 
should, therefore, have the highest 
priority in the health program we put 
forward. 

Hospital beds available in British 
India: 

The number is about 73,000 or 1 bed 
to 4000 of the population (including 
those for the treatment of general and 
special diseases). 

Comparing with U.S.A. and England 
and Wales: 
eS: eee 10.48 beds per 1,000 population 


England and Wales 7.14 beds per 1,000 population 
British India .... 0.24 beds per 1,000 population 


In England it has been estimated 


British India at the 1941 census was 
only 12.5. 

As regards health education, the 
low standards of personal and environ- 
mental hygiene met with among large 
sections of the people in urban ané 
rural areas indicate that the measures 
so far taken to educate them in the 
hygienic mode of life will have to 
be strengthened considerably if their 
co-operation is to be secured for the 
maintenance of their own health and 
for keeping up a high standard of com 
munity hygiene. 


E. Social Background of Ili Health 

1. Unemployment and poverty pre 
duce their adverse effect on healti 
through the operation of such factors 
as inadequate nutrition, unsatisfacto 
housing and clothing, and lack o 
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ity ang fg PrOPEE medical care during periods of 
a PT Cotes social customs —as pur- 
beds ma aan and carly marriage. The effect of 
than 4) 4 purdah on the health of those who ob- 
serve this custom is more marked in 
regard to tuberculosis than any other 
” a paper entitled “Tuberculosis in 
© Indian fae the Jenana,” dealing with this problem 
1 sensei it Ludhiana, Dr. Rose A. Riste, di- 
rector of tuberculosis and X-ray de- 
a rtment of the Women’s Christian 
uous by Medical College, Ludhiana, Punjab, 
* B states: 
wt “The earlier seclusion, including the 
nmental burka, of the Mohammedan girl, shows 
The ims effect in the earlier rise of her tu- 
ion and berculosis death rate, to 44.46 in the 
his civic 10-14 age Soup as against her Hindu 
rempha- sister’s, 18.81. Their brothers’ rises 
ersons in 
-- In India there exist all the diseases 
pe associated with temperate climates and, 
in 1971 with a few exceptions, all those that are 
~ 4500 (associated with the tropics. This review 
yom Woosiders only the most important 
rao fy diseases prevalent in the country. 
mn A. Malaria 
Malaria is by far the most important 
~~ 62900 [disease in all the tropical and sub- 
tropical countries of the world. The 


malaria commission of the League of 
Nations has estimated that 650 mil- 
lions or about a third of the total 
population of the world suffer from this 
disease every year. 

Regarding malaria in India, Lieut.- 
Colonel J. A. Sinton, a former director 
of the Malaria Institute of India, esti- 
mates that “at least 100 million indi- 
viduals suffer from malaria every year 
in India.” As attacks of malaria lead 
to a lowering of the resistance of the 
patient to other diseases, this disease 
is indirectly responsible for a rise in 
the morbidity due to other causes. Such 
indirect effects of malaria are said to 
be responsible for bétween 25 and 75 
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erty pre Endemic malaria is believed to cause 
n healt million deaths in British India. 
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tisfacto False the figure by one quarter to half 
lack ole million deaths. 
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were slight: to only 6.88 for the Mo- 
hammedan youth and to 12.70 for the 
Hindu. A few years later, during the 
universally critical period of childbear- 
ing, practically all members of these 
purdah families get the full effect of 
their seclusion, and their death ratio 
soars.” 

Note: No measures designed to im- 
prove existing conditions can produce 
lasting success unless the people are 
aroused from their apathy to tolerate 
the insanitary conditions around them 
and the large amount of sickness that 
prevails, can be overcome. This 
apathetic outlook has, no doubt, been 
largely due to the continuance of the 
existing state of affairs through many 
generations, to which the inadequacy 
of the available health services has 
been an important contributory factor. 


III. The More Important Diseases of India 


B. Tuberculosis 


Annually there are about 500,000 
deaths from tuberculosis in India. 
About 25 million cases of tuberculosis 
exist in the country. An essential re- 
quirement for controlling the spread 
of tuberculosis is provision for the iso- 
lation and treatment of infective cases. 
As against the estimate of 2.5 million 
infective patients, the total number of 
beds available for isolation is in the 
neighborhood of 6000. The number of 
doctors with sufficient experience in 
tuberculosis work to qualify them for 
posts in tuberculosis institutions does 
not, probably, exceed 70 or 80, while 
those who have had a short course of 
four weeks in the subject may number 
about 250 or 300. Fully trained tu- 
berculosis health visitors are, in all 
probability, only about 100. 


C. Smallpox 

Smallpox is one of the three major 
epidemic dieases of India. It is a matter 
of serious concern that the average 
number of deaths per year from small- 
pox for the period 1932-41 should 
have been as high as 70,000. The an- 
nual epidemiological reports published 
by the League of Nations show that 
the rate of incidence of smallpox in 
India is the highest among all the 
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countries for which statistics are given. 
Striking evidence that the vaccination 
campaign in the country has not so far 
been carried out effectively is that, of 
the total number of smallpox deaths at 
all ages, high proportions occur among 
infants under one year of age and 
among children between 1 to 10 years. 

One of the serious consequences of 
smallpox is that, not infrequently, those 
who recover from it lose their sight par- 
tially or wholly. 


D. Cholera 


Cholera is another preventable 
disease which takes a heavy toll of life 
in the country and shows a wide varia- 
tion in its incidence from year to year. 
The annual average of cholera mor- 
tality in British India for the five-year 
period from 1937-41 was 147,423. 


E. Plague 


Plague is the third major epidemic 
disease in India. The average annual 
mortality from this disease during 
1939-41 was about 19,350. 


F. Leprosy 

The number of persons suffering 
from leporsy in the world has been 
estimated as about five millions. Of 
these, at least one million are believed 
to be in India. 

In India there is a belt of high inci- 
dence including the whole of the east 
coast and the south peninsula, includ- 
ing West Bengal, South Bihar, Orissa, 
Madras, Travancore, and Cochin. In 
the central parts of India the incidence 
tends to be lower, but there are some 
foci of higher incidence. There is a 
belt of moderate incidence in the Hima- 
layan foothills, running across the 
north of India, while in most of the 
northwest of India there is very little 
leprosy. 

Although the number of persons suf- 
fering from leprosy in India is esti- 
mated as approximately one million, 
in most parts of the country a high 
proportion of such patients, probably 
about 70 or 80 per cent, are in the non- 
infective stage. 

Even so, the estimated number of in- 
fective cases requiring isolation is about 
250,000. The total institutional provi- 
sion for such isolation is in the neigh- 
borhood of 14,000 beds. 
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IV. Health Service for Mothers and Children 


A. The Extent of Morbidity and Mortal- 
ity Among Mothers and Children 

The importance of the health prob- 
lems of mothers and children becomes 
emphasized from a consideration of the 
following: 

Nearly one half of the total deaths 
at all ages in British India take place 
among children under 10 years. Of 
these, nearly half is among infants 
under one year. 

A conservative estimate of the an- 
nual number of deaths among women 
in the reproductive ages from causes 
associated with pregnancy and child- 
bearing is 200,000, while the number of 
women who have to undergo varying 
degrees of disability and suffering from 
the same causes is likely to be about 
four million if the ratio of maternal 
morbidity to mortality considered rea- 
sonable elsewhere can be applied to 
India. 


B. Measures Necessary for the Protection 


of Motherhood and Child Life 

We consider here only the essential 
services to, protect the health of 
mothers and children. These services 
should provide for the antenatal su- 
pervision of expectant mothers, for 
skilled assistance at childbirth, includ- 
ing institutional facilities where neces- 
sary, for the postnatal care of mothers, 
and for adequate health protection to 
children from birth through the succes- 
sive stages of infancy and early and 
later periods of child life. 

From the general description given 
of the existing health organization of 
India, it is seen that the provision is 
altogether inadequate to meet the needs 
of the community as a whole. In the 
field of maternity and child welfare the 
position is no better and is perhaps 
even worse. The development of special 
health services for mothers and chil- 
dren is of more recent date than that of 
general medical provision, even in those 
countries in which health administra- 
tion has advanced to a greater extent 
than in India. Here the growth of ma- 
ternity and child welfare work has 
been, broadly speaking, mainly through 
voluntary effort and there is not as 


yet evidence of an adequate recognition 
by governments of the need for an 
organized program of development in 
this field. 


C. Existing Numbers of Midwives, Health 
Visitors, Women Doctors, and the 
Probable Numbers Required 
1. Midwives. The training of mid- 

wives preceded in India the training of 

nurses and started with the establish- 
ment of hospitals about a century ago. 

There are now about 5000 practicing 

midwives in the country, with approx- 

imately 300 qualifying themselves for 
the profession annually. For a total of 
probably ten million births each year 

in British India, about 100,000 mid- 

wives will be required for providing 

adequate service to the people, on the 
basis of one midwife to 100 births. 

Lack of skilled service by qualified 
midwives plays an important part in 
the prevailing high rates of maternal 
mortality and of infantile deaths in the 
first month after birth. (These form 
about 45 to 50 per cent of the total 
infant mortality in a year.) The need 
for making available, as quickly as 
possible, an increasing number of this 
class of trained workers, is therefore 
urgent. In view of the large difference 
between the existing number of mid- 
wives and that necessary to meet.-the 
requirements of the country, as well as 
of the difficulty of producing rapidly 
fully trained midwives in adequate 
numbers, the question must be consid- 
ered seriously whether as an interim 
measure; the indigenous aid cannot be 
trained and made to work under proper 
supervision, so as to render her reason- 
ably satisfactory for her duties. 

2. Health visitors. The tota] num- 
ber of health visitors in the country is 
about 700 or 750. Since the establish- 
ment of the first training school in 
Delhi, other. institutions have been 
started in different parts of the country. 
Seven schools now train some 60 pupils 
annually. At least one health visitor 
will be required to supervise the work 
of five midwives, if her practice is con- 
fined to the supervision of midwifery. 
If she is to undertake other duties, such 
as nursing the sick in the homes, the 
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number necessary for the country as, 
whole will be much more. Even with 
duties restricted to the supervision » 
midwives, about 20,000 health visitor 
will be required to control the work 
100,000 midwives. 

3. Women doctors. The number 
women doctors in India, including ta 
duates and licentiates, is not definite 
known, but it is believed that their toty 
strength does not exceed 4000, 9 
these, about a thousand are probably in 
public service, while another thousan{ 
are not, for various reasons, practiciy 
the profession. The remaining 2000 ar. 
it is believed, in general practice, Th 
large majority of those practicing ar 
working in the urban areas, partic 
larly in larger towns and cities. Even i 
urban areas, the number of medicd 
women available is not sufficient 1 
provide adequate medical relief fom 
women and children, while in rund 
areas the position is much worse. 

The total number of women doctor 
with special training in maternity ani 
child welfare is only about a doze 
graduates and about 60 licentiates. The 
licentiates have, generally speaking 
only short courses in maternity and 
child welfare work, while the graduate: 
have had the full training for the di: 
ploma in the subject. 

The proper development of ante-¥F 
natal, intranatal, and postnatal care of 
women will require the employment olf 
women doctors in sufficient numbers in 
the maternity and child welfare organi 
zation. The existing level of maternity 
and child welfare work in the country 
as a whole is of a very low standard 
Our proposals to expand this importan 
service as part of the future health pro 
gram will necessitate the training 0 
large numbers of women as doctors, 2 
well as their specialization in thi 
branch of health work. 
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Nurses Meet in Rome 


The International Committee of Catholic As 
ciations of Nurses is holding its meeting in Rom 
with the special approval of His Holiness Pog 
Pius XII, April 8-10 this year. 

The committee sponsored the Congresses ' 
Catholic Nurses held in Lourdes in 1933, in Rot 
in 1935, and in London in 1937. At the 
meeting, which was held in Rome in 1945, mo 
than 2000 lay and Sister nurses representing ’ 
nations assembled and were received in Spe 
audience by His Holiness. 
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a » THE question of whether nursing is 
defn » trade, vocation, or profession cannot 
heir a ,e dismissed as a matter merely of 





ords. Any attempt to make a decision 
eads to basic issues and to formulating 
hat amounts to a philosophy. This ap- 
ears both from a consideration of what 
he outlook upon nursing actually is as 
yell as from considering what it ought 


o be. 
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ms I. Actual Outlook 

Even ify Whether or not nursing Is a trade can 
+ medicdlabe decided easily. Neither has there 
ficient jygeeen nor is there any marked tendency 


pmong serious minded people to think 


elief for ‘ 
in rue! nursing as a trade. This accords 
rse with the common usage of looking upon 
n doctor ttade as some mercantile occupation 


or skilled handicraft, as distinct from 


rity and : : . 

a doze profession. Yet the fact is that some 
‘ates, Thegmaurses belong to trade unions in Eng- 
speaking, and.’ And in a poll of graduate nurses 
nity ania the United States of America con- 
graduate ducted by Mr. Bernays, 24 per cent 
r the d-qgel the nurses favored joining a trade 


union — although 66 per cent were 
pgainst it.” 
Turning now to consider nursing as 


























of ante- 
al care of 


yyment oie Vocation, one is struck at once by the 
imbers inggvagueness of the term. It is true that 
re organi orence Nightingale’s favorite expres- 


sion for nursing was a “calling,” and 
oday people often term nursing a vo- 
ation, or a calling. What precisely does 
he word mean? 


maternity 
e country 
standard 


importan , 
ealth prog {tis not easy to disassociate vocation 
aining oge'0m some divine “calling” to serve 
octors, 0% in religion. Its significance even 


this limited sphere has been contro- 
erted, though today it is fairly well 
pettled.* A young man can be said to 
have a vocation when he is physically 
ind intellectually and morally fit, has 
ie right intention, and is called by his 
bishop to the priesthood. For men and 
romen entering religious orders, the 
vitation of their superiors to take the 
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ongresses GM “Asistant Professor of Philosophy, Catholic University 
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At the Mi oe a or compulsion,” (Editorial), American 
1945, me ot Nursing, XLVI, February, 1947, 67. 
resenting ee a wt “Nurses and their Professional 
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7 Felix Duffy, C.S.C.. Testing the Spirit, St. Louis: 
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Nursing—Trade, Vocation, Profession 


Joseph B. McAllister, $.S., Ph.D.* 


habit or vows substitutes for the 
bishop’s call. 

Florence Nightingale’s use of “call- 
ing” had something of this technical 
use. For her, nursing was a “calling” 
with a definitely religious significance. 
Today, however, when nursing is 
termed a vocation, there is probably 
no intention of associating it with re- 
ligion. Rather the notion seems to be 
that nursing implies some special natu- 
ral tendency, some innate qualifica- 
tions. Thus a teacher writes that “nurs- 
ing is definitely a vocation, to which 
not everyone is called.’”* 

Vocation is also used of nursing in 
the sense merely of an occupation, 
business, or profession. This seems 
to be the meaning when an author 
writes that for a nurse to do what she 
should “in her vocation” she needs 
careful preparation.° This likewise 
seems to be Dr. Kilpatrick’s intent 
when he wrote that nursing “is a vo- 
cation and not the mere amateur prac- 
tice of a woman’s native tendency to 
relieve distress in others. ° 

Even in Florence Nightingale’s 
time, nursing was termed a profession 
— although she preferred to name it 
a “calling.” Is nursing today universally 
accepted as a profession? The answer 
is, no. The Oxford dictionary dis- 
tinguishes two meanings of profession: 


1. Profession is the occupation which one 
“professes” to be skilled in and to follow. It 
is a vocation in which a professed knowledge 
of some department of learning or science 
is used in its application to the affairs of 
others, or in the practice of an art founded 
upon it. Applied specifically to the three 
learned professions of divinity, law, and 
medicine; also to the military profession. 

2. In a looser sense, profession may be ap- 
plied to any calling or occupation by which 
a person habitually earns his living. Now 
usually applied to an occupation considered 
to be socially superior to a trade or a 
handicraft. 


Nursing appears eligible as a pro- 


‘Edward L. Bernays, ‘“‘Social Scientists Look at the 
Nursing Profession,” American Journal of Nursing, XLVI, 
August, 1946, 518-520. 

SEugenia K. Spalding, Professional Adjustments in 
Nursing (3rd ed.), Philadelphia: J. B. Lippincott, 1946, 
. 90. 

William H. Kilpatrick, “The Basis of Professional 
Ethics for Nurses,’ American Journal of Nursing, XXII, 
July, 1922, 790-798. 
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fession in the second, or looser, mean- 
ing of the word. Can it be called a pro- 
fession in the sense of a professed 
knowledge of some department of learn- 
ing or science and used in its applica- 
tion to the affairs of others or in the 
practice of an art founded upon it? 
Is nursing a profession in the same 
sense as medicine? 

Some answer with an unqualified, 
yes. “Nursing,” said one professor, “‘is 
already a profession . because it 
includes a fundamental body of scienti- 
fic knowledge, requires thorough edu- 
cational training, and the awarding of 
a degree, without which a nurse cannot 
practice.’ 

In a nation-wide poll of business 
leaders, 54 per cent said they looked 
upon nurses as members of a highly 
skilled profession.* 

A sociologist from Pennsylvania 
says, “there is no possible . . . doubt 
that nursing is a profession in the very 
front rank, standing with the ministry 
in its nobility of purpose, its practical 
aid to mankind, and its effective ex- 
pression of all those qualities of help- 
fulness, surcease from pain and suf- 
fering, and ministration to the world’s 
afflicted, which are so clearly the at- 
tributes of womankind in a war-torn 
and bewildered world.” 

In periodicals and magazines, in 
newspapers and conversation, nursing 
is often referred to as a profession. 
“. . . nursing is widely spoken of as a 
profession by physicians, educators, 
law-makers, and lay people, and was 
so-called even in the early years of its 
development. Although the term may 
be employed loosely in many instances, 
the fact that it is extensively used is 
indicative that nursing has traveled 
far in that direction. Most nurses them- 
selves consider their calling a profes- 
sion. In fact, a special committee of 
the American Nurses’ Association some 
time ago prepared for the federal 


7Bernays, “Social Scientists Look at the Nursing Pro- 
fession,” op. cit., p. 518. 


‘Edward L. Bernays, ‘Nurses and Business,"’ American 
Journal of Nursing, XLVI, July, 1946, 475-477 

*Bernays, “‘Social Scientists Look at the Nursing Pro- 
fession,”” op. cit., p. 518. 
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government a brief in which it is main- 
tained that nursing meets all of Dr. 
Flexner’s six criteria. In their argu- 
ment they quote Homer Folke as say- 
ing, ‘While society has usually taken 
centuries to develop a profession, this 
generation has seen two new profes- 
sions — nursing and social work — be- 
come fully established.’ ”*° 

“Nursing claims the rights and 
privileges of professional status. It has 
recently been so classified by the U. S. 
Civil Service Commission.” 

A great historian is quoted as say- 
ing that “anyone who has been a 
patient in a hospital for weeks (as I 
have) knows that the training and skill 
which a nurse must have entitles her to 
a professional rank in public esteem, 
with all that such a rank implies in 
terms of recognition and compensa- 
tion.”** 

Dr. William H. Kilpatrick’** lays 
down three characteristics of the term 
professional: 


1. The professional is opposed to the ama- 
teur. He lives by and with and from his work. 

2. Profession implies the conscious practical 
application of a large body of knowledge, ac- 
cumulated through many generations and ac- 
quired by the individual only by long and 
extended personal study. 

3. A profession implies an ethical identifica- 
tion of interest between the professional man 
on the one hand and the one served on the 
other. 


He explains these points at some 
length and finds that nursing on this 
basis qualifies as a profession. 

Dr. Francis J. Brown, of the Ameri- 
can Council on Education stated, “To- 
day education and the nurse training 
have joined hands. Each supplements 
the other. A service has become a 
profession.’’** 

Said Dr. Warren P. Morrill, Director 
of Research, American Hospital As- 
sociation, “She (Annie Goodrich) must 
be credited with being a pioneer in 
developing nursing from an art into 
a true profession.” *° 

Much more could be given to illus- 
trate the informed as well as the popu- 


Esther L. Brown, Nursing as a Profession, New York: 
Russell Sage Foundation, 1940, p. 9. 

"u“Nursing Service—Old or New?” (Editorial), 
American Journal of Nursing, XLVI, August, 1946, 511— 
$12. 

2Bernays, “Social Scientists Look at the Nursing Pro- 
fessien.”’ op. cit., p. 518. 

Kilpatrick, “The Basis of Professional Ethics for 
Nurses,” op. cit., p. 792. 

“Annie W. Goodrich: Representing 
Nurse,’ "’ American Journal of Nursing, 
1946. 215-218. 
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lar view of nursing as a profession. Yet 
there are others who deny it profes- 
sional status and some who think that 
it never can be a profession in its own 
right. 

Dr. Abraham Flexner,** in 1915, 
offered six criteria for judging a pro- 
fession: 


1. Professions involve essentially intellectual 
operations accompanied by large individual 
responsibility. 

2. They are learned in nature, and their 
members are constantly resorting to the 
laboratory and seminar for a fresh supply of 
facts. 

3. Professions are not merely academic and 
theoretical, however, but are definitely practi- 
cal in their aims. 

4. They possess a technique capable of 
communications through a highly specialized 
educational discipline. 

5. They are self-organized, with activities, 
duties, and responsibilities which completely 
engage their participants and develop group 
consciousness. 

6. They are likely to be more responsive 
to public interest than are unorganized and 
isolated individuals, and they tend to become 
increasingly concerned with the achievement 
of social ends. 


Weighed on the scales of hi@ six 
criteria Dr. Flexner decided against 
nursing as a profession.*’ 

Harold Balme, in his A Criticism of 
Nursing Education with Suggestions for 
Constructive Reform (Oxford Univer- 
sity Press, 1937, p..36) takes the stand 
that there is no nursing profession. He 
considers it a vocation. 

In a poll of American business lead- 
ers, although a majority thought nurs- 
ing a profession, there were others who 
thought otherwise.** 

In a survey of social scientists some 
thought nursing a sub-profession and 
took the position it could never be any- 
thing else. They considered nursing 
inevitably subordinated to the medical 
profession.*® 

Between those who say nursing is 
a profession and those who say it is 
not is a third group who think that 
nursing is not yet a profession but is 
well on its way to professional status. 
Mr. Bernays writes that the majority 
of social scientists according to his poll 
think that nursing has not yet arrived 


%“Ts Social Work a Profession?”’ in Proceedings of the 
National Conjerence of Charities and Correction, pp. 
578-581. 

%But see American Journal of Nursing, XLVI, August, 
4946, 561, where reclassification of graduate nurses in 
federal government agencies from  sub-professional to 
professional service was approved. 

“Bernays, “Nurses and Business,” op. cit. pp. 475-477. 
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at professional status, but that wit, 
self-examination and planning it might 
achieve that goal.” 

Likewise Esther L. Brown*' acknowl. 
edges that “trained nursing made jt; 
appearance relatively very late, but jt 
has forged ahead so rapidly that ; 
appears definitely on the way toward 
professional maturity.” 

The view actually taken today of 
nursing is evidently far from uniform 
and in many instances shows little re. 
flection upon basic consideration. By 
way of being positive and practical le 
us now consider* how nursing ought to 
be thought of. 


II. How Nursing Ought to be Viewed 


As regards nursing as a trade, we 
must admit that some nurses in Eng. 
land have joined trade unions and some 
nurses in this country are on record as 
favoring an alliance with a trade union 
which will have them. Likewise an edu- 
cator at the New School of Social Re. 
search (New York City) favors unions. 
He advocates that nurses form “a union 
under the C.I.O. but reserve . . . the 
privilege of sacrificing every right— 
except the right to dignity and personal 
freedom — to the interest of the sick.”* 

The reason for this willingness to 
join a labor union seems to be an al- 
most despairing eagerness for higher 
wages and better working conditions. 

Granting the justice of the demands 
for higher wages and better working 
conditions, to sacrifice all the higher 
claims of nursing and to concede that 
it is a trade seems an incredibly high 
price to pay for them. If nurses specif- 
cally as nurses join either the CLO. 
or the A:F. of L., how can they deny 
nursing is an industry or a trade. C.L0. 
means Congress of Industria! Organiz- 
tions and A.F. of L. means American 
Federation of Labor. 

Taking trade in its meaning either 
for a mercantile occupation or skilled 
handicraft, we cannot concede that 
nursing is a trade. Such a view 0 
nursing is opposed both to the majority 
of nurses as well as to informed publi 
opinion and popular usage. Moreover: 
alignment with any labor vnion is & 
tirely unnecessary. 


2] bid. 

10p. cit., pp. 7-13. 

*2Bernays, “Social Scientists Look at 
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Ii it is thought that collective 
bargaining is the appropriate way to 
acceptable salaries and working con- 
ditions, nurses have the organization 
at hand. Their own American Nurses 
Association stands ready to serve in 
the capacity of collective bargaining 
agen¢y. It has proposed a plan which 
it is willing to back. The American 
Nurses Association Economic Security 
Program is worthy of study and of 
action.** 

To regard nursing as a trade belies 
the facts, is damaging to its ideals and 
to the public estimation of it, contra- 
dicts the conception of nursing as held 
by most nurses and non-nurses. Any 
move to reduce nursing to a trade in 
theory or in practice seems something 
close to traitorous, more than sugges- 
tive of Esau’s selling his birthright for 
a mess oi pottage. 

Although nursing and trade seem in- 
compatible terms, no such incongruity 
separates nursing considered as a vo- 
cation from nursing considered as a 
profession. 

When | say nursing should be taken 
as a vocation, I am not subscribing 
entirely to Florence Nightingale’s view, 
that nursing ought to be treated as 
an external manifestation of internal 
religion; nursing can well be incor- 
porated into a person’s religious life. 
But it is an exaggeration to take such 
a narrow view. 

Furthermore, nursing ought not to 
be thought of as a vocation in the 
sense that it demands some special 
call or as implying some unique and 
innate and natural qualifications, which 
being inborn cannot be acquired and 
without which a candidate must be 
considered hopeless. 

Today vocation in the sense of a re- 
ligious vocation is generally accepted 
to mean that the candidate has (1) 
the physical, mental, and moral quali- 
fications for the life; (2) that he has 
a right intention; and (3) that his 
superiors approve and invite him to 
proceed. 

It may not be too far fetched to 
suppose that nursing should be con- 
sidered a vocation in something of this 
sense. Candidates should be physically 
iit to live the life and have the normal 
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intéllectual and moral qualifications of 
a good character. Secondly, they should 
have the right intention. This means 
that they want to live up to the ideals 
of nursing. They will have to learn 
what those ideals are and they will 
have to struggle to implant those ideals 
in their daily living. They will make 
mistakes and fail occasionally. But if 
they have the right intention they will 
strive to acquire in theory and in prac- 
tice the qualifications of a good nurse. 
Notice that I stress their effort to 
learn. I want to emphasize the view 
that the qualifications of being a good 
nurse are not innate or natural but 
acquirable. 

Then, comes the call of legitimate 
authority. After a regular course in a 
qualified school of nursing the candi- 
date is approved and given a diploma. 
If the person is to be a practical nurse, 
then again there should be some official 
approval put upon the candidate, to 
guarantee that she has the needed 
qualifications and to safeguard the 
public. 

Finally we come to nursing as a pro- 
fession. At the threshold of this rather 
controversial issue, in the interest of 
logic and of dealing realistically with 
the problem there is need to distinguish 
the term nursing. Actually its meaning 
is so manifold that to use the same 
word for its various categories only 
makes a confusing picture more con- 
fused. Let us unravel the work, using 
the type of work done as a yardstick.** 

First there is the widest division of 
nurses into graduate, or registered, and 
what is called practical nurses. Gradu- 
ate, or registered, nurses are products 
of nursing schools and most of them 
have been licensed by state boards of 
examiners. Practical nurses are not 
graduates of professional nursing 
schools nor aré they, at present, all 
licensed. To their number must be 
added, probably, other subsidiary 
workers designated in hospitals as at- 
tendants, orderlies, and ward helpers. 

Both practical nurses and subsidiary 
workers are untrained or have been 
trained to perform only the more 
simple and routing tasks. In spite of 
the service rendered, they ought not 
to be confused with the graduate, or 
registered nurse. Yet there should be 


“Op. cit.; p. 12. 
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some official designation and control of 
practical nurses. Esther L. Brown 
writes that *. . . the lack of existing 
control over these subprofessional 
groups constitutes a serious problem. 
Definition of the requisite amount of 
training and of the scope of work with- 
in their province is urgently needed. 
Not until appropriate legislation has 
been created will the public be ade- 
quately protected, or the province of 
professional nursing be clearly indi- 
cated.”** 

Among graduates, or registered 
nurses there is a wide variety of activi- 
ties demanding an extensive range of 
skill, education, experience, personality 
traits, supervisory and executive quali- 
fications. These grades are much too 
different to be looked upon as basically 
the same or as being indifferently con- 
nected by the term nursing, when one 
tries to estimate nursing as a profession. 

Graduate nurses form at least six 
distinct categories.** 


i. There are the nurses who, as hospital 
executives, act either as superintendents of 
nurses or as superintendents of hospitals. In 
small institutions the executive often assumes 
both these responsibilities. 

ii. Nurses who are members of the faculties 
of schools of nursing; principals, teachers, and 
supervisors. The superintendent of nurses is 
frequently the principal of the school. 

iii. Another group are in public health — in- 
cluding visiting and school nursing. 

iv. Nurses who are trained for specialized 
service in asssiting surgeons in operating and 
delivery rooms or who have been prepared 
for caring for communicable, mental, or 
children’s diseases or for work in obstetrics. 

v. Head nurses of hospital wards constitute 
a fifth group. They are expected to assume 
responsibility for ward administration and for 
seeing that nursing is properly performed by 
staff nurses and students. In hospitals that 
maintain schools of nursing; they are usually 
expected to give clinical instruction to 
students. 

vi. Finally there is the great body of trained 
nurses composed of general practitioners. In 
spite of the fact that their work is less highly 
specialized than is that of most of the nurses 
of the other groups, their functions have be- 
come broader in scope as nursing has evolved. 
Besides performing the tasks that lie within 
the exclusive province of nursing, they have 
increasingly had delegated to them authority 
for carrying out duties and making judgments 
that were formerly undertaken by physicians. 
They nurse the sick in the home and in the 
hospital. If they are engaged by the patient 
they are called private-duty or special duty 
nurses; if they are employees of a hospital, 
they are known as general-duty, staff, floor, 
or ward nurses. 


Ibid. 

**Nathaniel W. Faxon, “Nursing Schools and Hospitals,” 
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Relative to these six ‘categories 
Esther L. Brown admits that “although 
there are many nurses, particularly in 
the last group, who, because of inade- 
quate education, training, or ability, 
cannot assume responsibilities of pro- 
fessional grade, these six classes 
constitute the personnel of professional 
nursing.”** 

When it is asked whether nursing is 
a profession in the technical meaning of 
the word profession, it would seem 
that the answer must be guided by 
these distinctions among nurses. 

The category of the practical nurse, 
of the person who has not graduated 
from a professional school of nursing, 
does not qualify as a profession. Prac- 
tical nursing can well be considered a 
vocation but certainly not as a pro- 
fession. 

A much more controversial issue is 
raised in trying to determine the status 
of the six categories of the graduate 
nurse. Admittedly some women make 
very good nurses even if they are not 
highly trained. For this reason some 
have suggested making two divisions 
of the graduate nurse:** 


1. The professional nurse who is highly 
skilled and who should have a professional 
standing only a little below the doctor’s. 

2. Vocational nurses to perform the routine 
duties of sickroom and hospital. 


This distinction seems to be a key 
to solving the problems of the nurse’s 
professional standing. 

It seems to correspond to a definite 
need on the part of the candidates 
themselves. Many of them, after finish- 
ing high school, want simply the three 
years of training. They anticipate prac- 
ticing for a while but have marriage in 
mind rather than a career in nursing. 

The distinction again seems to fit 
the actual and wide differences among 
the various categories of graduate 
nurses. To be a graduate nurse all that 
is required is three years.of training 
after high school. Those three years 
are spent largely in learning nursing 
techniques and what there is of class- 
room work is limited, for the most part, 
by the practical needs of training. With 
very few exceptions could the work of 
earning an R.N. be said to be of a 
college level or to have the character- 

0p. cit., p. 12. 
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istics of a general education. On the 
other hand, the tendency now, as well 
as the fact in many instances, is to 
insist on graduate work, as well as 
preliminary academic work of a college 
level for those nurses who are going 
to serve as executives, superintendents, 
teachers, supervisors, and specialists in 
various departments of nursing. 

Now it is conceded that professional 
status implies a well-defined and well- 
organized body of specialized knowl- 
edge on the intellectual level of higher 
learning. 

It is submitted that on this count 
alone simple graduation from a nurs- 
ing school as a graduate nurse does 
not qualify a person for professional 
standing in the technical meaning of 
the word. Four years of high school 
plus three years of ordinary training 
hardly seem to meet the requirements 
of a “well organized body of special- 
ized knowledge on the intellectual level 
of higher learning,”*’ or the criterion 
of Flexner, that a profession implies 
members learned in nature and who are 
constantly resorting to the laboratory 
and seminar for a fresh supply of facts, 
and that a profession involves es- 
sentially intellectual operations accom- 
panied by large individual responsi- 
bility. 

Finally, the classification of nurses 
into practical, vocational, and profes- 
sional, though it is not yet fully ac- 
cepted, fulfills a definite need. For all 
there is a wide and rewarding and 
special field of activity. To expect every 
nurse to have an academic or graduate 
degree is not merely wasteful; it is a 
step in the wrong direction. It is like 
calling in a brain specialist for every 
head wound. It is asking much more 
than is required from the social or eco- 
nomic or medical or nursing point of 
view. 

I know a physician who likes to say 
that he can teach a candidate to be a 
good nurse for his patients in a few 
hours. Of course he is not quite serious. 
But his remark points to the fact that 
some patients do not need nurses with 
graduate degrees. In some instances 
practical nurses may do well enough. 
However, they should be properly pre- 
pared and licensed. If more is required, 


Genevieve K. Bixler and Rev. Roy W. Bixler, ‘The 
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the graduate nurse should be called ip, 
to contribute of her special skills ang ' 
knowledge. 

Then there is an ever growing de. 
mand for graduate nurses to teach, to 
supervise, to enter public health and 
veteran administrative and teaching 
posts, to be principals and executives 
They should be prepared with a broad 
cultural education as well as with ample 
technical knowledge and _ skills. Jy 
general they should have graduate de. 
grees. Thus they will be able to accept 
with distinction their rightful role as 
professional people in medical, nursing, 
social, civic, and cultural life. 

A look backward shows that the term 
trade does not apply, and should not 
be applied, to nursing. Secondly, a dis- 
tinction should be made, and indeed js 
being made, between professional and 
non-professional nurses, who are fur- 
ther classified into vocational and-prac- 
tical nurses. Consistent with the logic 
of this division the only term applicable 
to all nurses alike is vocation. 

This is not to advocate vocation or 
“calling” in the exclusive and arbitrary 
meaning Florence Nightingale gave it, 
as an externalization of mystical reli- 
gion. Nor is there any implication that 
every effort of nurses to get better 
wages and working conditions brands 
them as money-mad or materialistic or 
suggests in itself that they are falling 
away from nursing’s highest standards. 
Yet today some nurses are themselves 
lamenting that the profession “seems to 
be suffering from a type of spiritual 
exhaustion. . . .”*° Indeed there is more 
than one sign that nursing may be slip- 
ping from the high idealism of Florence 
Nightingale. 

She was against registration of 
nurses because she felt that it was in- 
adequate. Registration and examina 
tions could not measure justly the in- 
ternal qualifications which she deemed 
absolutely essential and valued % 
highly. She opposed nursing as a pro- 
fession because she looked upon it asa 
“calling.” 

And so it remains today, a calling — 
not, I repeat, in the sense of an inne 
mystical “call” nor even in the sense 
that it: demands innate or unacquirable 
virtues — but in the sense that nursing 
demands, in addition to physical and| 
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intellectual and moral fitness and the 
approval of the proper authorities, a 
right intention. | ‘ 

The right intention does not exclude 
the ambition of making a good living 
under favorable conditions. Over and 
above this, nursing demands the inten- 
tion of being technically proficient. Yet 
there is still another and most essential 
component. 

It is the honest, sincere, and generous 
desire to be of service to afflicted hu- 
man beings — to give of one’s best to 
aid the sufferer or to prevent illness. 
The nurse must see a bond between 
herself and her patient beyond the pay 
check and the stipulations of a bi- 
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lateral contract. She must strive to view 
her patient not merely as an extraor- 
dinary or commonplace or worrisome 
medical phenomenon. Her will and in- 
tention must be to appreciate the bond 
which most truly exists between her 
and .the patient. It is not economic, 
medical, nor even in the selfish sense 
of the word personal. 

She must minister to her patient with 
all her skill and training because she 
shares humanity with him in the com- 
munity of human nature. She must 
bring the riches of her instructed sym- 
pathy and kindliness and patience and 
understanding to the patient because 
they are united in the oneness of crea- 
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tion and the Fatherhood of God. Sub- 
limest of all, the Christian nurse must 
recognize in her patient an actual or 
possible member of Christ’s Mystical 
Body. These bonds, so transcendent to 
the materialist’s conception of man, 
demand more than a perfect nursing 
machine or a paragon of starched effi- 
ciency. When the Christian nurse min- 
isters to ailing human beings, she min- 
isters to Christ, she takes her stand 
with Him in the garden of His agony, 
she becomes one with the woman whom 
Christian tradition represents as wiping 
the Saviour’s face as He trod the bitter 
way to Calvary. 


The National Health Act of 1947 


Alphonse M. Schwitalla, S.J. 


THE National Health Act of 1947 
was presented to the 80th Congress 
now in session as S. 545 by Mr. Taft 
(Republican of Ohio); Mr. Smith (Re- 
publican of New Jersey); Mr. Ball 
(Republican of Minnesota); and Mr. 
Donnell (Republican of Missouri) on 
February 10, 1947. This bill differs so 
strikingly from the National Health 
Acts of the past three Congresses that 
this new act merits particular attention 
and study. 


I. Purposes 

The purposes of the bill are in 
marked contrast to those of preceding 
acts. They are defined to be (1) the 
co-ordination of the health functions of 
the federal government in a single 
agency; (2) the amendment of the 
Public Health Service Act to secure ex- 
pansion of activities, to promote and 
encourage medical and dental research 
both in the National Institute of Health 
and through grants-in-aid to the states, 
and to construct in the National Insti- 
tute of Health a dental research insti- 
tute, and for other purposes. 

Apparently, a reading of the pur- 
poses of this bill would seem to indicate 
that its purpose is chiefly administra- 
tive. In pursuance of the stated pur- 
pose, however, that the bill contem- 
plates the expansion of activities of the 


Public Health Service, there lies the 
real gist of the bill as will become ap- 
parent from further comments to be 
given below. 

A further analysis of the functions 
as stated in S. 545 shows that Mr. Taft 
in outlining his program intends to rem- 
edy a situation which, in the opinion of 
many persons, has needed correction 
for many years; namely the scattering 
of the health functions of the federal 
government in a large number of agen- 
cies. The emphasis upon dental re- 
search and the expansion of dental 
service through public funds is also one 
of the much needed features of a na- 
tional health act in which the public is 
profoundly interested. Thirdly, the’ 
stated purpose of the bill to encourage 
medical and dental research through 
grants-in-aid to the states is a further 
laudable and necessary purpose if a 
national health act is to achieve the real 
purposes for which it is organized. 


IL. Declaration of Purpose 
A. The Scattering of Medical Functions 
The structure of this bill exhibits a 
distinct feature since in Section 2 of the 


_preamble to the whole bill, Congress 


issues a statement of its findings and 
makes a declaration concerning princi- 
ples upon which the entire act rests. 
The declarations are not trite or axio- 


matic or easily accepted principles. 
They are, rather, either in their explicit 
statement or in their implications, 
challenges to both the legislator and to 
the general public. 

The first of these declarations asserts 
that medical functions are “scattered 
through many agencies of the Federal 
Government with resultant confusion 
and duplication of effort.” As a result, 
so the statement goes on to say, “state 
health administrators and other state 
officials find it necessary to submit plans 
and budgets to numerous federal offi- 
cials responsible for health programs 
authorized under a large number of 
unrelated statutes.” 

It seems unnecessary to point out 
the really controversial character of 
this statement. It is contended by many 
persons that the mere assignment to 
various agencies of the Federal Govern- 
ment of any functions need not neces- 
sarily result in confusion and duplica- 
tion of effort. Hence, the undoubted 
advantages of a scattering of functions 
into various agencies of government 
need not necessarily result in confusion 
and duplication of effort, and if it does, 
still there is no evidence that confusion 
and duplication of effort would be 
avoided by bringing all of the medical 
activities of the government into one 
single agency. Moreover, it is conceded 
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that the administration of state health 
administrators is impeded and made 
very difficult by the fact that they must 
contact numerous federal officials be- 
fore they can carry out their respective 
state functions without danger of com- 
ing into conflict with each other and 
without precipitating a misunderstand- 
ing between the state and the federal 
agency. 

The statement, therefore, concern- 
ing the scattering of health functions 
would seem to be justified, and, though 
it takes much for granted which would 
merit proof, nevertheless, the general 
tenor of the statement probably is 
in accord with strictly objective facts. 


B. Inadequacies in the Distribution of 
Public Health Services 

Comments similar to those just made 
might be made concerning the second 
statement of purpose. It is generally 
recognized that there are inadequacies 
in the distribution of public health 
services and of medical and dental 
services in our country. It is not so well 
recognized, in fact it is frequently 
questioned, that, as a result of the al- 
leged inadequacies, some persons are 
unable “to secure adequate health and 
medical services.” There can be little 
if any doubt but that under any con- 
ceivable plan there would still be “some 
persons unable to secure adequate 
health and medical services.” There is 
a legitimate doubt, moreover, whether 
the failure on the part of some persons 
to secure health and medical services is 
really the result of inadequacies in the 
distribution of public health services, 
or whether the failure to secure health 
care is not due rather to the intentional 
or accidental or the unintentional 
failure to make those efforts, often 
extremely limited though they be, to 
obtain for oneself what is so readily 
available throughout the United States, 
except, of course, in relatively few 
segregated areas, what is so generously 
provided and abundantly used by 
citizens other than those who complain 
of inadequacies. 


C. Aids to the States for Services and 
Grants-in-Aid 
The third statement is even more 
controversial. It asserts that it is “the 
policy of the United States to aid the 
states, through consultative services 
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and grants-in-aid, to make available 
medical, hospital, dental, and public- 
health services to every individual re- 
gardless of race or economic status.” 
Here a number of questions may be 
asked most seriously: Is it really the 
policy of the United States to make 
available to the states funds for health 
care of the citizens of the states? It is 
only within the last year thatewe have 
passed the Hospital Survey and Con- 
struction Act. This act was really the 
first major acknowledgment on the part 
of the Federal. Government that the 
Government of the United States is 
concerned with the problem of making 
available to the individual states the 
funds for the development of greater 
facilities. It seems a little early to 
speak now about the policy of the 
United States with reference to this 
question. The important point to know, 
however, is that this statement seems 
more or less acceptable as a statement 
of the present attitude on the part of the 
Federal Government. If the grants-in- 
aid are given to the states for specific 
purposes embodied under such terms as 
the promotion of health, the extension 
of medical services, etc., the question 
might still be asked whether it need be 
the policy of the Federal Government 
to make available to the states the funds 
for an equalization of opportunity for 
all citizens to avail themselves of the 
services offered to each individual re- 
gardless of his race or economic status. 

Of course, this statement could be 
attenuated to the point of making a 
platitude of it, but, obviously, keeping 
in mind what the result of the Bill 
suggests, the implication is clearly this, 


that the indigent or the medically in- 


digent should have available to himself 
medical, hospital, dental, and public 
health services just as the man of means 
has these services available for himself 
and his dependents. Surely, if such an 
interpretation is placed upon this third 
principle and if Congress really sub- 
scribes to it, as would be the case if 
this bill became law, there would have 
to be introduced into our national 
thinking, many changes which, up to 
the present, we as a nation have refused 
to accept. 


D. Voluntary Deductions From Salaries 
for Health Insurance 


The fourth principle which also is 


April, 1997 


said to be one which Congress has 
found and which it declares is “to make 
provisions for voluntary deductions 
from the salary of federal employees 
of premiums directed by them to be 
paid to voluntary non-profit health ip. 
surance funds.” From the wording of 
it, this principle is restrictive, being de. 
clared to be applicable to federal em. 
ployees receiving salaries. The intent 
of this declaration is very evident. Its 
purpose is to remove any coercion with 
reference to enforced deductions from 
salaries as payment of premiums for 
hospital or health insurance. Hence, 
the principle probably is intended to 
be permissive rather than universally 
applicable to all federal employees, 
Clearly, various patterns of administra- 
tion are possible under this declaration 
and, as it stands, the statement well 
may merit the approbation of those who 
fear the possible threats of coercion in 
any employer-employee relationships. 


Title I. National Health Agency 

Sections 101 to 109 provide for the 
creation of a National Health Agency. 

First of all, a Nationa! Health 
Agency is created in the executive 
branch of the government. Such an 
agency shall be independent and shall 
be administered by the National Health 
Administrator, an appointee of the 
President subject to the advice and 
consent of the Senate. The name of the 
agency shall be the same ‘as appears 
in the title of this section of the bill. 
The compensation of the Administrator 
shall be $15,000 a year. After provision 
is made for the usual formalities for 
the creation of a new agency, the quali- 
fications of the Administator are de- 
fined. He must give his full time to his 
Agency and, hence, he shall engage in 
no other vocation, business, or em- 
ployment; he shall be a citizen of the 
United States; he shall be a doctor of 
medicine licensed to practice in one 
or more of the states, and he shall be 
a person outstanding in the field of 
medicine. 


A. Purpose of the Agency 

The purposes of the Agency are then 
defined. In general, it shall “promote 
the general welfare of the people in the 
United States by aiding and [ostering 
progress throughout the nation in the 
field of health and medicine and by 
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centralizing in the Agency, the activi- 
ties of the Federal Government relating 
to health.” 

In pursuance of these broad and 
comprehensive purposes, certain func- 
tions are defined for the Agency. These 
are: 

1. The encouragement and develop- 
ment of health services and facilities 
on a national scale; 

2. Advice and co-operation with (a) 
agencies and departments of the Fed- 
eral Government; (6) with state 
governments and agencies; (c) with 
private agencies functioning in the 
field of health; 

3. The collection and analysis of 
statistics and the making of studies 
and investigations on problems and 
needs in the field of health in the 
United States and in other countries 
and the dissemination of such informa- 
tion; 

4. The making of reports and recom- 
mendations concerning policies and 
methods for the promotion of health 
and related services; 

5. The carrying out of specific duties 
which may be entrusted to the Agency 
by Congress and the general super- 
vision over the agencies which shall be 
amalgamated or transferred as a re- 
sult of the creation of the National 
Health Agency. 

The achievement of the purposes of 
the new Agency through these functions 
entails certain responsibilities in con- 
nection with activities of the Federal 
Government pertinent to the health 
field. These responsibilities include: 

1. The administration of funds ap- 
propriated as grants to the states; 

2. The prevention of disease through 
proper control of water supply and the 
treatment and elimination of sewage; 

3. The promotion of maternal, pre- 
natal, and child care and the dissemina- 
tion of information concerning the 
growth, development, and nutrition of 
children; 

4. The protection of national health 
by the promotion of purity, standard 
potency, and truthful information in 
the labeling of foods, drugs, and 
cosmetics; 

5. The training and rehabilitation of 
persons handicapped by their disability 
in the pursuit of their vocation in the 
hope of placing such persons in posi- 
tions of remunerative employment; 
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6. The administration of the Hos- 
pital Survey and Construction Act of 
August 13, 1946; 

7. Such functions as shall aid the 
states and the people in the main- 
tenance of health facilities and as shall 
promote national health. 

A restriction is here introduced 
limiting the powers, functions, and 
duties of the National Health Agency 
to those which are specifically men- 
tioned in Section 103. Moreover, the 
Agency shall not deem to have trans- 
ferred to it powers, functions, or duties 
exercised by the Army, the Navy, or 
the Veterans’ Administration. 


B. Reorganization Required by the 
Creation of the New Agency 

The newly created Agency shall have 
transferred to it certain previously ex- 
isting agencies together with their 
functions, powers, and duties. They 
are: The Public Health Service, St. 
Elizabeth’s Hospital, and the Food and 
Drug Administration. There are also 
transferred to the National Health 
Agency, those functions and duties of 
the Children’s Bureau which are con- 
cerned with the administration of cer- 
tain sections of the Social Security Act, 
and the functions and duties of the 
Division of Health Studies in the 
Bureau of Research and Statistics of 
the Social Security Administration. 

When these transfers are effected, the 
laws pertaining to these agencies and to 
their functions will continue in force 
insofar as they are not inapplicable 
in their new context. Thus also, person- 
nel shall be transferred without change 
in classification except as may be found 
necessary in the readjustments. Orders, 
rules, regulations of these various 
Agencies which are in force at the time 
of the transfer shall continue in force 
until they have been modified and 
superseded under their new authority. 
Legal actions which may be in process 
at the time of the transfer with refer- 
ence to the personnel of the transferred 
agencies shall not abate except under 
specified restrictions. Property, office 
equipment, and records of the trans- 
ferred agencies shall be transferred to 
the National Health Agency, as shall 
also so much of the unexpended 
balances of appropriations or alloca- 
tions as the Director of the Bureau of 
the Budget, with requisite approvals, 
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may determine. Certain powers are 
given to the Director of the Bureau of 
the Budget to meet contingencies. The 
Director of the Bureau of the Budget is 
also authorized and directed to make 
a study of the activities of the Federal 
Government in bureaus and agencies 
not thus far specified which may relate 
to health, the purpose being to secure 
the transfer of such additional func- 
tions or agencies also if such a transfer 
is found to be conducive to economy 
and simplicity of administration. 


C. The Internal Organization of the 
National Health Agency 

The National Health Agency shall 
be composed of the following: 

1. The office of the Administrator; 

2. The Public Health Service which 
shall administer St. Elizabeth’s Hos- 
pital and Freedmen’s Hospital; 

3. The office of Medical and Hos- 
pital Care Services; 


4. The office of Dental Care 
Services; 

5. The office of Maternal and Child 
Health; 


6. The office of Health Statistics; 

7. The Food and Drug Administra- 
tion; 

8. Other constituent units as the Ad- 
ministrator finds them necessary. 

The chief executive officers of these 
various agencies shall be appointed by 
the Administrator except that the 
Surgeon General of the Public Health 
Service shall be appointed as provided 
for in the Public Health Service Act 
and the organization of the Food and 
Drug Administration shall remain un- 
changed. The directors of the two 
offices, of Medical and Hospital Care 
Services, and of Dental Care Services, 
shall respectively be, a doctor of medi- 
cine and a doctor of dental surgery. 
The former is required to have had at 
least five years of active medical prac- 
tice and the latter, at least ten years 
of active dental practice. Both are re- 
quired to be outstanding in their re- 
spective fields. 

Within the Office of Maternal and 
Child Health, there shall be an Ad- 
visory Council to be appointed by the 
Administrator. This Council shall assist 
in the formulation and administration 
of the medical and technical aspects of 
the Office. It shall be composed of 
eight members, at least three of whom 
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shall be doctors of medicine who are 
specialists in obstetrics or pediatrics. 
Except at the beginning of the Advisory 
Council, the normal term of office shall 
be four years. The Administrator desig- 
nates one member to act as chairman. 
The members of the Council while en- 
gaged in attending meetings, will be 
compensated at a rate fixed by the Ad- 
ministrator but not to exceed $25 per 
day, in addition to allowance for actual 
and necessary travel and subsistence 
while away from their place of 
residence. 


D. The Authority and Functions of the 
Administrator 


The Administrator is authorized to 
make necessary expenditures to carry 
out the provisions of this section of the 
Title. He shall be required to prepare 
a report in writing for Congress and 
the President each fiscal year, which 
report shall include a report on the 
financial administration and the activi- 
ties of the Agency. It shall also include 
recommendations for the effective per- 
formance of the duties of the Agency. 
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Authorization is given for sums to be 
appropriated for the administrative ex. 
penses of the Agency for the fiscal year 
ending June 30, 1948. Finally, the Ad. 
ministrator is charged with the obliga- 
tion of making a study of the organiza. 
tion and staffing of the Agency and 
within six months after the effective 
date of the Act, to file with Congress 
a report of his findings and recom- 
mendations. The study must cover all 
phases of the organization and staffing 
of the Agency, inclusive of salaries, the 
retention or modification of the com- 
missioned corps of the Public Health 
Service, and a report on the desirability 
of establishing an office of Health and 
Medical Research as a unit of the 
Agency. 


Title II. Amendments to the Public 
Health Service Act 


The second section of S$.545 deals 
with amendments to the Public Health 
Service Act after four brief sections, 
201 to 204, through which the pro- 
visions of the new Bill are fitted into 
the existing Public Health Service Act. 
The latter is amended by adding to the 
Public Health Service Act new titles, 
the first of which deals with “General 
Medical Service for Families and 
Individuals with Low Income”; the 
second with “Dental Health Services 
for School Children and Families and 
Individeals with Low Income”; and 


the third deals with “Further Research 


and Training.” The Bill closes with a 
fourth title, “Miscellaneous.” 


Amendments to the Public Health 
Service Act 


In the four sections just referred to, 
amendments to the Public Health 
Service Act are introduced so that the 
term “Administrator” may be undet- 
stood to mean the National Health Ad- 
ministrator and the term “Agency” may 
be understood to mean “The National 
Health Agency.” A further amendment 
deals with the authorization for an 
appropriation of $10,000,000 a year 
“for the prevention and control of 
cancer”; and, finally, the last amend- 
ment here introduced formulates the 
new sections of this Bill which deal 
with medical service, dental service, 
and with research. 
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General Medical Service for Families and 
Individuals With Low Income 
Part A. Medical Care Survey 

Part A of this title of the bill deals 
with the Medical Care Survey. Follow- 
ing, no doubt, the pattern laid down in 
the Hospital Survey and Construction 
Act, Sections 701 to 703 provide funds 
to be allocated to the states for making 
a survey of the medical needs within 
the state. There is authorized to be 
appropriated $3,000,000, to remain 
available until expended. If a state 
makes application for funds to carry 
out a survey of medical needs, it must: 

1. Designate a single agency as the 
sole agency for carrying out this 
purpose ; 

2. It must provide for the designa- 
tion of a State Advisory Council, in 
which Council, there shall be repre- 
sentatives of non-government organiza- 
tions as well as of state agencies, con- 
cerned with the provision of medical 
and hospital care and the Council must 
include, also, consumers representation, 
that is, such persons who are familiar 
with the need of medical and hospital 
care in urban and rural areas; 

3. An inventory and survey must be 
conducted in accordance with directions 
subsequently laid down; 

4. The State Agency will make such 
reports as the Director of the Office of 
Medical and Hospital Care Services 
reasonably may require. 

The amount to which a state may 
be entitled under the stated conditions 
must bear the same proportion to the 
total available fund under this ap- 
propriation for a survey as the popula- 
tion of the state bears to the popula- 
tion of all the states and this amount 
shall be not less than 331% per cent of 
the state’s expenditures in carrying out 
the survey. The allotment to any state, 
however, shall not be less than $10,- 
000. The mechanism is provided by 
which the Director of the Office of 
Medical and Hospital Service shall 
make adjustments from -period to 
period and authority is given to the 
appropriate officials to control the ex- 
penditures and auditing. 


Part B. Medical Care Services 

To assist the states in providing 
“General Health, Hospital, and Medi- 
cal Service for Families and Individuals 


HOSPITAL PROGRESS 


with Low Income,” Section 711 au- 
thorizes to be appropriated for the 
fiscal year ending June 30, 1948, and 
for each of four succeeding years, the 
sum of $200,000,000. Out of this ap- 
propriation, payments shall be made to 
the states which have submitted plans 
and have had them approved in ac- 
cordance with the provisions laid down 
in this bill. 

A state which desires to take ad- 
vantage of the provisions must submit 
a state plan for carrying out the pur- 
poses of the bill. Section 712 lays 
down prescriptions concerning the state 
plan. The plan must: 

1. Designate a single state agency 
as the sole agency for the administra- 
tion of the plan or for supervising the 
administration of the plan; 

2. Provide for the designation by 
the Governor of a State Medical and 
Hospital Care Advisory Council; 

3. Furnish evidence that the State 
Agency with the co-operation of public 
and private agencies will have authority 
to carry out the plan in accordance 
with the federal requirements; 

4. Set forth a state-wide program 
which shall be so designed and planned 
that within five years, hospital, surgical, 
and medical services for all families 
and individuals in the state who have 
insufficient income to pay the whole 
cost of these services and periodic 
physical examinations for all the 
children in the elementary and 
secondary schools of the state shall 
be provided. These services may be 
supplied in institutions or in the home 
or in the physician’s office. These 
services may be furnished to families 
and individuals through payments by 
the states to voluntary health, medical, 
or hospital insurance funds or other 
funds not operated for profit. The state 
program must also provide for the 
collection of charges of parts of the 
total cost from persons unable to pay 
the whole cost but able to pay a part 
of it. The program may include pay- 
ments to physicians who are practicing 
in areas in which without payments to 
physicians by state funds, those physi- 
cians would .be unable to maintain 
themselves on account of the indigence 
of the locality; 

5. Describe the financial contribu- 
tion for the support of the plan which 
the state will make or which will be 
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made by the local subdivisions and its 
private institutions. The amount of 
financial contribution to be made by 
the state or its subdivisions shall be at 
least equal to the amount contributed 
for similar purposes in the year 1946 
and at least equal to the federal aid 
payable under these provisions. There 
is a prohibition against modifying ob- 
ligations assumed by the Federal 
Government for the medical and hos- 
pital care of veterans; 

6. Set forth the relative need of the 
various proposals required to carry 
out the plan and thus establish proper 
priority between the proposals based 
upon need, as financial resources be- 
come available; 

7. Be based on a statewide inventory 
of existing medical, surgical, and hos- 
pital care including that provided by 
the state and that provided by private 
organizations. The usual provisions 
being here included that these services 
must be rendered to all persons unable 
to pay without discrimination on ac- 
count of race, creed, or color; 

8. Provide for reporting by the State 
Agency and give the Director access 
to the records when required; 

9. Provide that the state plan and 
operation be reviewed from time to 
time and that modifications deemed 
necessary may be submitted to the 
Director. 

If a plan fulfills the conditions 
specified above, the Director shall ap- 
prove the plan and any modifications of 
it. If, on the other hand, a plan or a 
modification of it is disapproved by 
the Director for failure to comply with 
the requirements, the National Health 
Council shall afford an opportunity for 
a hearing at the request of the State 
Agency. If now, the Council determines 
that the plan or its modifications com- 
ply with the provisions of the pertinent 
subsections, the Director shall approve 
the plan or its modifications. An im- 
portant and far-reaching restriction is 
here introduced which can be expressed 
best by quoting the exact wording of 
the Bill “No plan or modification shall 
be disapproved because the Director 
disapproves of the methods proposed, 
if the program is designed and calcu- 
lated by July 1, 1952, to provide hos- 
pital services, surgical services, medical 
services, and periodic physical exami- 
nations, as required by Section 712 (a) 
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(4) at a cost within the probable fi- 
nancial resources of the state with 
federal aid.” It is the intent of this 
provision that the state should be held 
responsible for devising in each case 
the methods by which the purposes de- 
fined in paragraph 711 be attained. In 
the language of the Bill at the end of 
paragraph 712, “It is intended that the 
state shall devise in each case the 
methods by which this end is attained.” 
These requirements as formulated for 
the administration of its responsibilities 
for the medical care services and the 
document in which they are embodied 
is certainly a thought-provoking and 
serious document. It vests very large 
powers in the Director. While, on the 
one hand, the Director is charged with 
the obligation of approving any plan 
and any modification of it which ful- 
fills the conditions specified above, 
still he has it within his power not to 
approve any plan or modification and 
such failure to approve is construed in 
the Bill as a disapproval by the Di- 
rector. In the latter contingency, the 
State Agency may request the National 
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Health Council for an opportunity for 
a hearing. If, subsequent to a hearing, 
the Council determines that the plan 
complies with the provisions of the sub- 
section summarized above, the State 
Director shall approve the plan. In a 
subsequent sentence or two, the State 
Director is deprived of the capacity 
to disapprove if the program is 
designed by July 1, 1952, to provide 
services at a cost within the probable 
financial resources of the state and of 
the resources of the latter with the 
federal government. The intent of all 
of this is that the State Agency rather 
than the Federal Agency shall devise 
the methods by which the purpose of 
the medical care services section of 
this Bill are formulated. 

The next section makes provision 
for the contingency that under the 
usual prescriptions, the allotment must 
bear the same ratio to the product “of 
the population of the state and its per- 
centage of tax-paying ability,” as the 
whole appropriation bears to the sum 
of the corresponding products for all 
the states having approved plans. The 
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reason for introducing this matter into 
the thought sequence of the Bill js 
that in the section for the first time, an 
allotment per year under this Bill has 
been mentioned. Hence, as indicated 
in the paragraph next above, the 
amount of the allotment must bear the 
same ratio to the sum appropriated , .. 
as the product of (@) the population 
of such state, and (0b) its percentage 
of tax-paying ability bears to the sum 
of the corresponding products for all 
the states having plans approved. The 
Director and the Administrator. to- 
gether shall calculate the al!otments 
to be made under this section. 

Lastly, in this section, provision js 
made for unexpended remains of the 
allotment. Unlike other appropriations, 
the amount remaining, if unencumbered 
at the end of the fiscal year, shall re- 
main available to the state for the 
recognized purpose of the allotment 
for the next fiscal year — and jor such 
a year only, in addition to the sums 
allotted to the states for the next fiscal 
year. 

A further liberal provision is here 
introduced which is not common in 
federal legislation in aid of the states. 
If an amount is authorized to be ap- 
propriated for a given fiscal year but 
is not appropriated for that year and is 
not allotted in such a year by reason 
of the failure of the state to have plans 
approved and which amount remains 
unencumbered at the end of the period 
for which it is available, it is authorized 
also to be appropriated for the next 
fiscal year in addition to the sum other- 
wise authorized under Section 711. 

At the end of each year, each state 
shall make a complete report to its 
Director. If the Director should find 
that (1) the state agency is not com- 
plying substantially with the provisions 
of the plan; or that (2) any federal 
funds have been diverted from their 
original purposes; or that (3) the state 
and governmental subdivisions have 
failed to provide for the carrying out 
of prospective plans, the Director shall 
notify the Secretary of the Treasury 
and the state agency that further certi- 
fication can be made. 

If any state is dissatisfied with the 
Director’s action, the state may (@) 
appeal to the United States Circuit 
Court, (5) the summons and notice of 
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appeal may be served upon the Director 
who shall submit forthwith complete 
files. The findings of the Director shall 
be conclusive but the Court may re- 
direct the case to the Director for 
further evidence and the Director may 
make modified findings both of fact and 
of conclusion. The Court is also given 
jurisdiction to affirm the action of the 
Surgeon General or to set it aside. One 
of the most important powers delegated 
to the Director is the making of ad- 
ministrative regulations. In making 
such regulations, he is to consult with 
the National Medical Care Council. 
This group shall consist of the Director 
himself as chairman and of eight 
members. five of whom must be persons 
outstanding in fields pertaining to 
medical and hospital care and at least 
four of »hom must be doctors of medi- 
cine. The other three must be members 
familiar with the medical and hospital 
needs in urban and rural areas. The 
term of office of the members of this 
Council shall be four years except that 
provision is made for rotation of mem- 
bers upon the initiation of this Council 
and for replacements. No member of 
the Council shall be eligible to serve 
continuously for more than two terms. 
Technical committees under the au- 
thority of the Council are authorized. 
The members of the Council and of the 
Committees shall receive compensations 
while on service, not to exceed $25 
per day in addition to allowance for 
actual and necessary travel and sub- 
sistence expenses. The Council shall 
meet as often as the Administrator 
deems necessary but not less than one 
each quarter. The Director is author- 
ized to use the services and facilities 
of any executive or administrative de- 
partment of the government in carrying 
out his functions. Ample powers are 
conferred upon the Director to call into 
consultation representatives of state 
agencies. As a matter of fact, it will 
be his duty to call a conference of 
representatives of all the state agencies 
if five representatives request such a 
meeting. This Title concludes with 
the important restriction that “Any 
federal officer or employee (does not 
have) the right to exercise any 
supervision or control over the admin- 
stration, personnel, maintenance, or 
operation of the health services with 
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respect to which any funds have been 
or may be expended under this title.” 


Dental Health Services for School Chil- 
dren and Families and Individu- 
als With Low Incomes 


Part A. Dental Service 

This part of the Bill begins with an 
authorization to be appropriated the 
sum of $1,000,000, to remain available 
until expended, the sum to “be used for 
making payments to states which have 
submitted and had approved by the 
Director, state applications for funds 
for carrying out such purposes.” 

The subsequent section lays down 
the more or less commonly accepted 
conditions under which a state appli- 
cation for carrying out the purposes of 
the Bill must (1) designate a single 
agency as the sole agency for carrying 
out the purposes; (2) provide for the 
designation of a State Advisory 
Council; (3) provide for making an 
inventory and survey; (4) provide that 
the State Agency will make reports in 
such form as the Director may reason- 
ably require. 

If a state’s application has been ap- 
proved, the state is at the same time 
entitled to an allotment of a proportion 
of any appropriation made in ac- 
cordance with the ratio that “its popu- 
lation bears to the population of all 
the states and within such allotment 
which shall be entitled to receive 33% 
per centum of its expenditures.” This 
section of $.545 is more or less identical 
with the section discussed under Title 
VIL. 


Part B. Dental Care Services 

To assist the state in providing 
dental examinations for school children 
and necessary dental care for those 
children and other individuals and 
families unable to pay the whole cost 
of such care, there is authorized to be 
appropriated for the fiscal year ending 
June 30, 1948, $12,000,000; (ap- 
parently, an error occurs here in the of- 
ficial printing of the Bill); for the next 
year, $16,000,000; and for the fiscal 
years ending June 30, 1950 and 1951, 
the sum of $20,000,000 each. These 
sums shall be used for making pay- 
ments to states which have submitted 
and have had approved by the Director 
of the Office of Dental Care Services, 
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state plans in accordance with the 
various provisions laid down in this 
Bill. 

In. Section 812, there is defined the 
content of the state plan. The plan 
must: 

1. Designate a single state agency 
as the sole agency for administration; 

2. Provide for the designation by 
the Governor of a State Dental Hea!th 
Advisory Council; 

3. Supply evidence that the state 
agency will have authority to carry out 
the plan; 

4. Set forth a state-wide program 
designed and calculated within five 
years to provide: 

a) For the periodic inspection of the 
teeth of all children in the elementary 
and secondary grades of the public 
and non-public schools; 

6) For the dental care and treat- 
ment of dental diseases and dental 
defects; 

c) Treatment to include prophylaxis, 
filling, X-ray, extraction, and related 
care; 

d) But not straightening of the 
teeth. 

These services are to be provided 
for those children in the elementary 
and secondary grades of public and 
non-public schools, who, and whose 
family or guardian, have insufficient 
income to pay for the costs of such 
services. 

At the option of each state, a pro- 
gram may be devised for providing 
dental care for those families and in- 
dividuals who have insufficient income 
to pay for the whole cost of such 
service. The program shall also provide 
for the collection of proper charges 
of less than the total cost of such 
service rendered to individuals and 
families unable to pay in whole but able 
to pay in part. The program may also 
provide for the furnishing of such 
services to families and individuals by 
means of prepayments to a voluntary, 
non-profit, dental care fund. The pro- 
gram may include and take account of 
services rendered by governmental sub- 
divisions of the state and by private 
organizations (operating not for profit) 
and for making payments to institu- 
tions for dental care furnished to such 
families and individuals. The program 
may also include payments to dentists 
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* for services rendered as an inducement 
in whole or in part to practice in areas 
where there is no practicing dentist. 
Lastly, the program may provide for 
the training of physicians and other 
personnel for public health work in 
dentistry. 

5. Describe the financial contribu- 
tion for the support of the plan to be 
made by the state and its local sub- 
divisions and institutions. The financial 
contribution made by the state and its 
governmental subdivisions shall be at 
least equal to the contribution made 
through federal aid; 

6. Be based on a state-wide inven- 
tory of existing dental care facilities; 

7. Provide that the state agency will 
make reports of such a character as 
the Director of the Office of Dental 
Care may from time to time reasonably 
require; 

8. Provide for an occasional review 
of the state plan by the State Agency 
and for a review of the operation of 
the state plan. 

The Director of the Office of Dental 
Care shall approve any state plan or 
a modification of it which fulfills the 


HOSPITAL PROGRESS 


conditions here laid down, If a plan or 
modification has been disapproved by 
the Director, the National Dental 
Health Council shall afford the op- 
portunity of a hearing to the applicant 
whose plan was disapproved. If the 
Council determines that the plan or 
modification complies with the pro- 
visions as laid down in the Bill, the 
Director shall thereupon approve of 
the plan but no plan or modification 
shall be disapproved because the Di- 
rector disapproves of the methods pro- 
posed, to provide dental care, treat- 
ment, and examination. The state 
should be left free to devise in each 
case the methods by which in that 
state the purpose of this legislation is 
to be attained. 

With reference to the amount of the 
allotment to which a state having a 
state plan approved is entitled, the sum 
shall bear the same ratio to the total 
sum appropriated, as mentioned above, 
as the product of the population of 
such state multiplied by its percentage 
of tax-paying ability, bears to the cor- 
responding product for all the states 
which have approved plans. The per- 


Governor John O. Pastore of Rhode Island signing the bill increasing the workmen’s com- 

pensation allowance to hospitals from $4.50 a day to regular rates not exceeding $8. Stand- 

ing are: Kenneth D. MacColl, chairman for Voluntary Hospitals of Rhode Island; Oliver G. 

Pratt, president of the Hospital Association of Rhole Island; and Carl A. Lindblad, chairman, 
Council on Government Relations of the Hospital Association of Rhode Island. 
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centage of tax-paying ability of eag, 
state “shall be that percentage whic, 
bears the same ratio to 50 per cent as 
the per capita income of the continental 
United States bears to the per capit, 
income of such a state”; with this 
proviso that such a percentage shajj 
in no case exceed 66% per cent nor 
be less than 25 per cent. The calcula. 
tions of the allotments shall be made 
by the Office of the Director of Dental 
Care who shall notify the Secretary of 
the Treasury. Allotments made for one 
fiscal year but unexpended shall re. 
main unencumbered for the next fiscal 
year (but for one year only) in ad. 
dition to the sums allotted for such 
fiscal year. At the end of each year, 
the state shall make a complete report 
to the Director setting forth its activi. 
ties under the allotment and the method 
in which the funds received from the 
Federal Government have been ex- 
pended. Appropriate penalties are pro- 
vided if it is found that the State 
Agency is not complying with the pro- 
visions of the plan or that federal funds 
have been diverted from their purpose 
or that the state and its subdivisions 
have failed to match the funds provided 
by the federal government. If any of 
these contingencies occur, the state 
must be given an opportunity for a 
hearing; on the other hand, if a state is 
dissatisfied with the Director’s action, 
the state may appeal further to the 
United States Court of Appeals. The 
finding of facts by the Director shall be 
conclusive but the Court may remand 
the case to the Director for further evi- 
dence. The Court shall have jurisdic- 
tion to affirm or set aside the action 
of the Director of the Office of Dental 
Care. 

The Director is authorized to make 
administrative regulations. In his at- 
ministration, the Director shall cor- 
sult with the National Dental Health 
Council. This Council shall consist of 
six persons appointed by the Adminis 
trator who are outstanding in fields 
pertaining to dental health care, a 
least four of whom shall be doctors 
of dental surgery who have had not 
less than ten years of dental practice 
and who are licensed to practice in one 
or more states; the other two members 
shall be persons familiar with needs 
for dental care in urban and rural 
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areas. The term of office of the mem- 
bers of the Council shall be three years 
except that at the beginning of the 
Council’s activities, special provisions 
are made for the duration of the term 
of the members. An appointed member 
may serve continuously for not more 
than two terms. The Council shall have 
power to authorize special advisory 
and technical committees, the members 
of which while they are functioning, 
shall be compensated at rates not to 
exceed $25 per day in addition to 
necessary travel and subsistence ex- 
penses. The Council shall meet not less 
frequently than once each quarter. 
Furthermore, in his administration, 
the Director is authorized to utilize the 
services and facilities of any executive 
department and payment for such serv- 
ices shall be made in advance or by way 
of reimbursement. A conference of the 
representatives of the state agencies 
shall be called annually and may be 
called more frequently if the purpose 
of the legislation is thereby promoted. 
Such a conference must be called by 
the Director if five of the states re- 
quest it. The legislation is not intended 
to give a federal officer or employee the 
right to exercise supervision over the 
administration, personnel, maintenance, 
or operation of dental health services. 





























Research and Training 
Part A. Dental Research 

The National Institute of Dental 
Research shall be a division in the Na- 
tional Institute of Health. 

The Surgeon General through the 
National, Institute of Dental Research 
and in co-operation with the National 
Dental Health Council is authorized, 
in addition to powers entrusted to him 
in the Public Health Law: 

@) To conduct and promote studies 
télating to the cause, treatment, con- 
trol, and: prevention of dental diseases 
and impairments; 

b) To promote the co-ordination of 
research conducted by the Institute and 
similar research conducted by other 
public and private agencies and to 
make grants-in-aid to public and 
Private agencies; 

¢) To provide fellowships in the 
National Institute of Dental Research 


and in other public and private in- 
Stitutions. 
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Co-operating with the Surgeon 
General, the National Dental Health 
Council is authorized: 

a) To review research projects or 
programs relating to the study of the 
causes, treatment, control, or preven- 
tion of dental diseases and impairments 
and to certify approval to the Surgeon 
General; 

6) To collect information as to 
studies which are being carried on in 
the United States or in other countries; 

c) To review applications from any 
university, hospital, dental clinic, or 
other institutions, whether public or 
private, for grants-in-aid for research 
projects relating to dental health and 
to certify such to the Surgeon General 
as qualified for grants-in-aid; 

d) To recommend to the Surgeon 
General for acceptance, conditional 
gifts; 

e) To make recommendations to the 
Surgeon General concerning the carry- 
ing out of the provisions of this legis- 
lation. 

Under specified conditions, the Sur- 
geon General may recommend to the 
Administrator acceptance of conditional 
gifts. Donations of $50,000 or more 
may be acknowledged by the establish- 
ment within the National Institute of 
Dental Research of suitable memorials 
to the donors. 

There are authorized to be appro- 
priated for several years, sums for the 
purpose indicated in the following 
tabulation: 
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Part B. New Construction 

There is authorized to be appro- 
priated a sum not to exceed $2,000,000 
for the erection and equipment of a 
suitable and adequate building and 
other facilities for the National Insti- 
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tute of Dental Research. Acquisition 
of a site is authorized in or near the 
District of Columbia. 


Title III. Miscellaneous 

Provision is made for the proper re- 
numbering of the various sections of 
the Public Health Law, the Act of July 
1, 1944, as amended. 

The functions relating to the ad- 
ministration of the Public Health 
Service which have been transferred to 
the Federal Security Administrator are 
transferred to the National Health 
Administrator. 

Other provisions are made to har- 
monize the legal terminology with 
reference to St. Elizabeth’s Hospital 
with provisions of the present Bill. 

A sum or a percentage shall be de- 
ducted from the salary of an employee 
or officer and shall be paid as directed 
by him if he requests the government 
to make such deduction to be paid to 
any voluntary non-profit health in- 
surance fund, that is, to any non-profit 
organization which undertakes to pro- 
vide, or to ensure against, the expense 
of hospital, medical, dental, or any 
other services connected with health. 

The Secretary of thé Treasury is 
authorized and directed to deposit ap- 
prppriate proceeds of taxes, duties, et 
cetera, in the Treasury of the United 
States to an amount equal to the ag- 
gregate of the amounts authorized to 
be appropriated. 

Finally, the usual restrictive clause 
with reference to invalidation of the 
legislation is added to the Bill. 

SKS” 

PUBLIC RELATIONS INSTITUTE 

Hospital public relations will be the subject 
of a five-day institute to be conducted by the 
American Hospital Association, June 9-13, in 
Princeton, New Jersey, in co-operation with the 
New Jersey Hospital Association. 

Nationally known public relations authorities 
will take part in the institute, which will be the 
first of its kind. Topics will include the “why, 
what, when, and how” of public relations, funda- 
mental factors influencing development of public 
relations in hospitals, special programs relating to 
patients, personnel, medical staff, trustees, auxil- 
iaries, and the general public, and creating opin- 
ion, determining opinion, and the effect of public 
opinion on support given the hospitals. 

Enrollment at the institute will be limited to 
100 hospital administrators, public relations direc- 
tors, and others concerned with hospital public 
relations who are personal members or represen- 
tatives of institutional members of the A.H.A. 

Applications for registration may be sent to C. 
J. Foley, Council on Public Relations, American 
Hospital Association, 18 E. Division St, with a 


check for $25 payable to the American Hospital 
Association to cover the registration fee. 


136 
SHORTAGES ARE ACUTE 


The executive director of the American Hos- 
pital Association, Mr. George Bugbee, an- 
nounced recently that more than- 32,000 urgently 
needed hospital beds have been closed to the 
public because of the current acute shortage of 
nurses and other hospital personnel. 

“The heavy demand for every existing hospital 
bed, together with the nationwide need for an 
additional 195,000 new beds, which was reported 
by the Commission on Hospital Care, makes this 
situation of vital concern to all interested in the 
nation’s welfare,’ Mr. Bugbee said. “Hospitals 
do not operate for profit and any funds available 
are not adequate to meet unexpected and con- 
tinued rises in costs. The hospital, like everyone 
else, is faced with increased costs, and these in- 
creases must result in higher hospital bills. 

“Hospitals must realize that sick people bear 
the brunt of rising costs. Fortunately, hospital 
authorities have tried to see to it that the public 
is protected as much as possible against indis- 
criminate increases in the costs of hospital care.” 

Mr. Bugbee continued, “There are three things 
which require acceptance of more responsibility 
on the part of the public if the public is to have 
the hospital care available when needed: (1) in- 
creased financial support; (2) assistance in help- 
ing hospitals to obtain necessary personnel to take 
care of patients; and (3) some real help in inter- 
esting young women to consider the opportunities 
and advantages professional nursing offers. Hos- 
pitals cannot hope to have enough professional 
nurses in the coming years unless there is a tre- 
mendous increase in the number of students en- 
rolled in schools of nursing.” 

Citing employment conditions in hospitals, Mr. 
Bugbee stated that “hospitals have a job security 
and guarantee of annual income for their em- 
ployees which is perhaps unequalled elsewhere 
because the need for hospital care is not subject 
to seasonal fluctuations. The trend toward shorter 
work day and shorter work week has greatly ex- 
panded the number of opportunities available in 
hospitals for professional and non-professional 
work,” he said. 

Seriousness of the personnel shortage was 
further pointed out in the report which revealed 
that an average of 15,600 patients a day were 
unable to obtain admission to the nation’s gen- 
eral hospitals. “This fact,” the Association official 
said, “has necessitated that many hospitals in- 
augurate a ‘priority’ system of admission so that 
emergency patients can secure prompt attention.” 

Other figures in the report showed that hos- 


Dr. Lovis Ryers Thompson, who was 
assistant surgeon general in 1930, retired, 
Nov. 1, 1946, from the U. S. Public 
Health Service after 36 years. 
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pitals in the more densely populated areas were 
hardest hit. In metropolitan areas, amaverage of 
one in every four hospitals withdrew beds as 
compared with an average of one in every twelve 
in less populous areas. The eastern and north- 
eastern parts of the nation reported an average 
of 33 patients in every 1000 unable to obtain 
admission to general hospitals. 

The Association surveyed. 5886 hospitals in the 
United States and returns were tabulated for 
3219 hospitals including non-profit, proprietary, 
city, county, and state institutions. No federal 
hospitals were included in the survey. 


CALENDAR OF A.C.H.A. EVENTS 

A calendar of American College of Hospital 
Administrators events is reproduced here for the 
information of our readers. 


Calendar of Meetings 

May 5-9, Third Fellows Seminar, University of 
Washington, Seattle. 

June 19-28, Third New England Institute for 
Hospital Administrators, Brown University, 
Providence, Rhode Island. 

June, Maritime Institute in Hospital Administra- 
tion, St. John, New Brunswick. 

August, Third Western Institute for Hospital Ad- 
ministrators, Stanford University, Palo Alto, 
California. . 

Sept. 2-12, Fifteenth Chicago Institute for Hos- 
pital Administrators, University of Chicago, 
Chicago. 

Sept. 21-22, Annual ACHA Convocation and Gen- 
eral Assembly of Membership, St. Louis, 
Missouri. 

ACHA Breakfast and Luncheon 
Meetings 

March 25, Region 1— Breakfast Meeting, Hotel 
Statler, Boston, Mass. 

March 28, Region 12— Luncheon Meeting, Rice 
Hotel, Houston, Texas. 

April 3, Region 5 — Breakfast Meeting, Roanoke 
Hotel, Roanoke, Virginia. . 

April 9, Region 7 — Breakfast, Deshler-Wallick 
Hotel, Columbus, Ohio. 

April 11, Region 6 — Luncheon Meeting of Mem- 
bership, Buena Vista Hotel, Biloxi, Mississippi. 

April 23, Region 11— Luncheon, Kansas City, 
Missouri. 

April 24, Region 3—Luncheon, William Penn 
Hotel, Pittsburgh, Penn. 

May 5, Region 8-9—The Tri-State Luncheon, 
Palmer House, Chicago. 

May 13, Region 13— Luncheon, Olympic Hotel, 
Seattle, Washington. 

May 16, Region 10 — Breakfast, Hotel Radisson, 
Minneapolis, Minnesota. ; 

May 23, Region 2— Luncheon, Hotel Statler, 
Buffalo, New York. 


VISIT A VET ON 
HOSPITAL DAY 

“Visit a Vet in a Hospital on National Hos- 
pital Day—And Remember Him Every Day,” 
will be the theme of the 27th annual ob- 
servance of National Hospital Day, Mr. John 
H. Hayes, president of the American Hospital 
Association, announced recently. Celebrated 
annually on May 12, anniversary of the birth 
of Florence Nightingale, National Hospital 
Day is expected to attract widespread atten- 
tion to both veteran and civilian hospitals. It 
should do much to encourage community sup- 
port for urgently needed hospital expansion. 

An estimated 450 civilian hospitals are cur- 
rently caring for veterans with service-con- 
nected disablities under the Veterans Ad- 
ministration contract program. In addition, 
many hospitals are now treating veterans 
with non-service: connected disabilities on a 
private basis as well as under Blue Cross 
and other insurance plans. 
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Open house, mention by nationa! radio and 
magazine advertisers, community tours. Visits 
to veterans by local and national figures, ey. 
hibits, and commemorative programs honor. 
ing hospitalized veterans are expected to 
included in the nation-wide Publicity 
campaign. 

Suggestions for complete Hospital Day 
programs, news releases, and radio announce. 
ments have been prepared, and are available 
through the Council on Public Relations oj 
the American Hospital Association 


CARBON TETRACHLORIDE 
POISONING 

The Recognition and Treatment of Cw. 
bon Tetrachloride Poisoning is the title of 
an information circular for physicians ang 
nurses, published in the November 30 issye 
of the Journal of the American Medica) 
Association. Prepared by Safety Research 
Institute at the request of the manufacty. 
ers of carbon tetrachloride, the circular was 
reviewed by the Council on Industrial 
Health and other physicians and indy. 
trial hygienists preparatory to publication, 

The circular describes the symptoms of 
acute and chronic poisoning from vapor 
inhalation, skin irritation from repeated 
contact with the solvent, and poisoning by 
ingestion. Information with regard to al- 
lergic reactions and special susceptibility 
to vapor poisoning is included. Also in- 
cluded is a brief survey of the medical 
literature on the subject of systematic 
therapy for carbon tetrachloride poisoning. 

Of interest to industrial nurses is th 
discussion of first aid treatment for a 
cidents such as contact of the solvent with 
the eyes or skin, exposure to solvent 
vapors, and ingestion of the liquid. 

Single copies of a reprint of the circular 
are available upon request from Safety 
Research Institute, at 420 Lexington Ave, 
New York ! 


Brigadier General Raymond A. Kel!ser Who 

Received Recently the Gorgas Medal for 

Outstanding Work in Preventive Medicine 
in the Armed Forces. 
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ML APHARSEN | 


“4 pols “implies exposure, infection and a therapeutic 
need. MAPHARSEN* has filled the requirement for a 
relatively safe, antiluetic agent of unquestioned and proved 
efficacy in case after case, in country after country, in 
civilian life and for the military services, year in and 

year out—building an unmatched record of 


therapeutic performance. 


MAPHARSEN is one of a long line 
of Parke-Davis preparations whose 
service to the profession created 

a dependable symbol of signifi- 
cance in medical therapeutics — 


MEDICAMENTA VERA. 


MAPHARSEN (3-amino-4-hydroxy- 
phenyl-arsineoxide hydrochloride) 
in single dose ampoules of 
6.04 Gm. and 0.06 Gm.; 
boxes of 10 ampoules. 
Multiple dose, hospital size 
ampoule of 0.6 Gm, 
*Trademark Reg. U.S. Pat. Of. 
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COLORADO 


Annual Report Highlights 


The following is a condensed report of the 
50-bed St. Thomas More Hospital, Canon City, 
for 1946: Patients admitted, 1392; Babies born, 
166; Patients’ days, 12,192; Out patients treated, 
596; Laboratory tests and X-ray department, 
2566; Blue Cross patients, 469. 

An infant respirator has been donated to the 
hospital by the Fremont County Liquor Associa- 
tion. It has been installed in the obstetrical de- 
partment, and was used on several occasions with 
gratifying results. An emergency apparatus of this 
kind is a vital necessity when dealing with condi- 





tions which involve life or death. Its availability 
is a great source of security, and the simplicity 
of its operation sets no limit as to use by any of 
the hospital personnel. 

During the course of the past year, too, a new 
operating table, donated by doctors and friends 
of the hospital, was installed. Other equipment 
purchased included a number of items for the 
dietary department, and a new ultra violet ray 


‘was installed in the refrigeration department. In 


the anesthetic department, a new cyclopropane 
apparatus was installed. 


Sisters Take Over 


The Sisters of St. Benedict, St. Walburg Con- 
vent, Villa Madonna, Covington, Ky., have taken 
over the supervision of four new hospitals, two 
in the Diocese of Covington, Ky., and two in the 
Diocese of Pueblo, Colo. The two im Kentucky 


.special guests are invited, such as doctors, thet 





April, 19 April, 


will be located at Hazard and Harlan; the ty, 
in the Pueblo Diocese at Florence and Waly, 
burg. 

Plans for the opening of the hospital at Florene 
are being completed. A building is being remodel 
and an addition constructed to house the ty 
hospital there. The project was made posshj 
through the charity of Mrs. Rankin, a non-Cy}. 
olic of Colorado. 

At the invitation of Most Rev. Joseph Clemey 
Willging, bishop of Pueblo, the Sisters also pn 
to open a hospital at Walsenburg as soon x 
possible. 


100 Per Cent Enrollment Is Goal 


In January, Mrs. Dorothea Hoell, private dyy 
nurse, was elected president of the Denver Ard. 
diocesan Council of Catholic Nurses. One hundni 
and twenty nurses attended the monthly meeti 
at Mercy Hospital, Denver, in March. Dr. Leys 
Berbato, psychiatrist at Denver University, spo 
to the group on “mental health.” The Deny 
ACCN now numbers 400 graduate register: 
Catholic nurses, with only two other councils 
the United States surpassing the group in nu. 
bers — Pittsburgh with a membership of 828 an 
Toledo with a group of 525. The goal of th 
Denver council is to enroll every nurse of th 
Catholic faith as a member, and to make it th 
outstanding nursing organization in the state. 


CONNECTICUT 


Oust Doctors 


When faced with the choice of withdrawix 
their advocacy of a birth control bill before tk 
Connecticut General Assembly, or severing ther 
connection with the staff of St. Mary’s Hospitd 
Waterbury, three physicians asserted they wi 
continue to support the measure. 

A diocesan order for suspension of staff doctor 
backing the bill affects all hospitals under th 
jurisdiction of Rev. Lawrence E. Skelly, diocess 
director of hospitals. 


INTERNATIONAL COUNCIL 
OF NURSES 


For the first time since 1937, the quadrenl 
congress of the I.C.N. will be held in Atlant 
City, N. J., May 11-16 inclusive. Previous to th 
congress in Atlantic City, the board of directors 
and the grand council will meet in Washingto, 
D. C., May 4-10. 

All registered nurses are cordially invited 
attend the meeting of the International Congres. 
Identification cards as registered nurses — or prod 
of membership in a national organization—wi 
be the only document necessary to register for th 
Congress and participate in all the activities. Te 
number of registered nurses will not be limite 
Student nurses are also invited. However, th 
number must be limited to one _ representatit 
from each school of nursing. 

In addition to student nurses, who will be we 
comed as special guests, a certain number of othe 





in allied professions, and those especially inte 
ested in the nursing profession. 


DISTRICT OF COLUMBIA 
Must Refute “Mercy Killing” 


Catholics associate daily with those who fav 
the legalization of euthanasia and therefore shoul 
be given the arguments by which they can answe 
the specious reasoning of the “mercy k 
advocates. 

In a brief review of the Church’s attitude 
euthanasia, Rev. Francis J. Connell, C.Ss.R., Pi 
fessor of moral theology at the Catholic Unive: 
sity of America, emphasizes the doctrine that 
alone has jurisdiction over human life and 
alone has the power to end it. Apart from a 
of self-defense and the State’s authority in capitd 

(Continued on page 38A) 
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You can fetivly prbtedl those gusts. aginst cross-iufeclion 


.+. destroys air-borne 
bacteria in the nursery, 
wards, and rooms 


Extensive laboratory and clinical investigations having 
demonstrated the effectiveness of germicidal ultraviolet 
radiation for air purification, more and more hospitals 
are adapting this measure for the protection of patients, 
the staff, and other personnel. ' 

In consideration of this progressive. step for your 
hospital, do not overlook the importance of having the 
installation properly planned for maximal efficiency, 
safety, and economy. 

Because requirements vary widely, depending on room 
size and shape, ceiling height, obstructions, ventilation, 
etc., these factors should be carefully studied before de- 


GENERAL @ ELECTRIC X-RAY CORPORATION 





ciding as to number of units needed for a given space, 
and their proper locations. That's why we are rather 
insistent on rendering this planning and layout service 
before accepting orders for G-E Germicidal Units. It’s 
the best assurance we can offer that your installation will 
prove eminently satisfactory. 

As to the G-E Germicidal Unit itself, this thoroughly 
engineered design is your further assurance of an all- 
around satisfactory investment. 

Write today for full particulars. Address Dept. 2619, 
General Electric X:Ray Corporation, 175 W. Jackson 
Blud., Chicago 4, Ill. 
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DISINFECTANT 











USE STAPHENE EVERYWHERE 
FOR COMPLETE DISINFECTION 
OF... 


e Surgical instruments, 
and sick room receptacles. 


e Bed linens, sleeping gar- 
ments, towels, dressings 
and rubber articles. .. . 

e Floor, furniture and 
walls. ... 

AND, wherever a disin- ° 


fectant and cleanser is re- 
quired. 











GALLON + HIGH PHENOL COEFFICIENT = GREATER ECONOMY 


That’s why, in hundreds of 
hospitals, Staphene is replac- 
ing less efficient disinfectants 
and germicides. Because the 
germ-killing power of Sta- 
phene is so great, more gal- 
lons of highly effective use 
dilutions can be prepared. As 
little as 24 ounce (20 c.c.) of 
Staphene per gallon of water 
provides a solution powerful 
enough to destroy resistant, 
infection-producing bacteria. 
Yet Staphene is absolutely 
safe—non-caustic and non- 
irritating to the skin in use 
dilutions. Try it. 


Write for information. Dept. Hp 


ESTAL «. 


ST. LOUIS NEW YORK 
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punishment and defensive war, he declares, “any- 
one who directly and deliberately takes a human 
life, either his own or that of a fellow man, is 
usurping the authority proper to God. 

“The fact that a person is incurably ill or de- 
prived of the use of reason furnishes no excep- 
tion,” he continues, “for such a person still pos- 
sesses the dignity of a human being, with all the 
rights and obligations connoted thereby. The fact 
that he is enduring great pain affords no justifi- 
cation for killing him, for his suffering is a part 
of God’s plan, and affords an occasion of prac- 
ticing virtue both to himself and to those who 
must take care of him. 

“The doctrine of euthanasia,” Father Connell 





stated, “while masquerading as an application of 
sympathy and mercy toward mankind, is actually 
a grievous insult to human nature, inasmuch as 
it puts human beings in the same category with 
brute animals, which we kill when they are old 
and helpless.” 


FLORIDA 


Nurses’ Retreat 


A retreat for the nurses of St. Vincent’s Hos- 
pital, Jacksonville, was conducted by Rev. H. P. 
Harris, C.M., March 4-8. 

The daily exercises of the retreat consisted of 
Mass, three conferences, rosary, stations, and 
Benediction of the Most Blessed Sacrament. The 
nurses were attentive to the retreat regulations 
and feel they have greatly profited spiritually by 
these days of prayer and meditation. 
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ILLINOIS 


Hospital Sister Dies 


Sister Rosa Bernarda, 80, on the staff of y 
Charles Hospital, Aurora, for more than 30 yean 
died there recently. She was born in Germany ay 
had been a member of the Franciscan Orde ; 
the Sacred Heart for 52 years. 
Open Building Campaign 

Catholic parishes on the northwest side of 0}. 
cago have undertaken a campaign to raise mop 
than $1,000,000 to build a hospital on a 30a 
site in the vicinity. The hospital will be under 
supervision of the Resurrection Sisters, Plans jy 
financing it include a series of tag days at chug 
doors and a number of entertainments tp } 
given in the various parishes. 


Staff Member Dies 


Sister Mary Samuela, 74, a member of the suf 
of St. Mary’s Hospital, La Salle, since 1926, dai 
recently. She was a member of the Francisy 
order. 


Doctors Convene 

Mercy Hospital, Chicago, was the scene of a 
assembly of 40 physicians from down-state, wy 
were guests of the Illinois Division of the Ane. 
ican Cancer Society. The society is conducting: 
series of meetings to keep doctors from the stat 
abreast of developments in the diagnosis a 
treatment of cancer as developed in Chic 
clinics and hospitals. 


Hope to Build Soon 


A new hospital, a 100-bed unit, will be bi 
and operated in Chicago by the Sisters of tk 
Resurrection at a cost of more than a mili 
dollars. On Palm Sunday, the first of a series ¢ 
area tag days was held for the proposed m 
Resurrection Hospital. Many other benefits x 
being planned in addition to the parish tag dy 
in which pastors and people of the area x 
co-operating. 


Name Head of Drive 


Dr. Irving Perrill has been named genet 
chairman of the St. Francis Hospital (Evanste 
expansion campaign. A veteran of the Am 





_ Medical Corps in World War I, Dr. Perrill Wd 


be supported by an advisory committee of ! 
citizens of the North Shore communities and @ 
executive committee as yet to be selected. 

The Evanston hospital’s expansion program & 
cludes additions of 1313 beds, departments @ 
neurosurgery, chest and tumor clinics, ophihé 
mology, and an emergency department. Toil 
expenditures for this program will amount 
$1,375,000. 

The campaign for funds to build the new: 
dition will include solicitations through unit gi 
endowments, special gifts, memorial gifts, # 
sponsorships of wards, special devices and ‘ 
partments, according to Sister M. Florina, OSE 
administrator of the hospital. a 


M.D. Degree to Jesuit 


The first Jesuit in the 400-year history of ® 
Society of Jesus to get his doctor of med 
degree after entering the community received 
degree from Loyola University, Chicago. 
Rev. William J. Devlin, S.J. Father Devlin? 
to carry his Catholic and medical background ® 
psychiatry, after completing his internship. 


INDIANA 
Guild Gives Equipment 


A new and greatly improved oxygen tent ® 
been installed at St. Joseph Hospital, in Kok 
through the generosity of the Guild. 

An additional sum of $535 was voted for 
ment of the newly installed inter-call 9% 
which doctors and members of the hospital * 
have declared an outstanding success. 

(Continued on page 40A) 
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e new x 

it gilt ; 
aits uf 2 U can't send an old hospital building to Arizona for a rest when it is run down, but there 
s and & is a tonic known as Formica. Applied to unsightly walls, columns, and entrances, or used 


ina, OSE. 


as baseboard or wainscot, bedside, overbed table tops, and dressers, one application restores 
the blush of beauty, youth, and health. 


ory of : Such an application lasts a lifetime because Formica does not crack, or check, or chip, or 
[ m “T blister. It comes in scores.of colors and also in plastic impregnated and plastic protected cabinet 
co. i wood finishes. All Formica is fadeless, and is not damaged by washing. Wash it in twenty 
-vlin pl ) days or twenty years and it looks as new as twenty minutes. As long as soap and water is 
round available it can never look run down, and because there is no other upkeep or refinishing, 


= it is a good investment. 


Be sure to specify Formica tops on all the new furniture you buy. They don’t show wear, and 
they can't be spotted with food and drink, lighted cigarettes, mild acids or medicines. 


in THE FORMICA INSULATION COMPANY 


vial Bs 4667 SPRING GROVE AVENUE, CINCINNATI 32, OHIO 
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(Continued from page 38A) 


The Guild also has purchased metal refuse con- 
tainers which had long been a need in certain 
hospital rooms, at a cost of $142.30. 

A particularly gratifying report was given an- 
nouncing that the Guild sewing committee had 
completed 664 pieces, amounting to 2000 separate 
operations, in the few weeks since the last board 
meeting. The work of the Guild in making sur- 











COMING CONVENTIONS 


June 9-13. American Medical Association, at 
Atlantic City, N. J. Dr. George F. Lull, 535 N. 
Dearborn St., Chicago 10, IIl., secretary. 
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S-3616-B Recessed Cabinet 


a Lot Behind a 


A lot of hard, professional 
thinking to design ‘“‘some- 
thing better’’. . . a lot of man- 
ufacturing skill, organized to 
raise quality but reduce costs 
... yes, and a lot of “little 
things” to make the big dif- 
ference in a surgeon’s satis- 
faction. 

Write for our latest 

bulletin or catalog 


Sold by your surgical or 
hospital supply dealer. 


SHAMPAINE CO. 


ST. LOUIS, MISSOURI 
> 9_4359 > O_235 S 





gical outfits for the doctors had been such a 
success that they are now working on aprons for 
the Sisters. Other groups work on cutting, hem- 
ming, and marking hospital linen. 


IOWA 

Entertain at Valentine Party 

The Sodality Society of St. Joseph Mercy 
Hospital, Mason City, entertained the chaplain, 
Rev. Francis Churchill, the Sisters of Mercy, 
the faculty, and students at a St. Valentine’s 
Party. An original radio program was presented 
over station HEARTS. Following the program, 
the evening was spent dancing and playing 
cards. Refreshments were served at the close 
of the evening. 
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Retreat for Nurses 


A Missionary of La Salette, from La Saletp 
College, Milford, conducted the annual 
for nurses of St. Vincent’s College of Nursing 
Sioux City. The retreat opened Friday even; 
March 7 with a conference and Benediction, ay 
closed with Mass and Papal blessing, Moni, 
March 10. 7 


KENTUCKY 


Honored by Blue Cross 


Rev. Charles A. Towell, pastor of Holy Guy. 
ian Angels Church, Sanfordtown, and directo; 
the Catholic hospitals for the Diocese of Coviy. 
ton, has been elected to the executive commits 
of the Community Hospital Service, operatj 
the Blue Cross Hospital Plan in Kentucky, 

Father Towell was inducted as president of ty 
Kentucky Hospital Association at the anny 
meeting, March 26, at Lexington. 


Nurse Enters Novitiate 


Miss Anne Sweeney, a graduate of Nazar 
School of Nursing, St. Joseph’s Hospital, Leriy. 
ton, is now in the novitiate of the Sisters ¢ 
Charity at Nazareth, Ky. Miss Sweeney was hai 
nurse in the colored ward at St. Joseph’s Hy 
pital before she decided to enter the religions 
life. 





Staff Education Program 


A series of weekly lectures, motion pictures, af 
conferences on technical subjects will be continu 
at St. Elizabeth’s Hospital School of Nursy 
Covington, during the spring months, as a pat 
of the graduate staff educational program. 


Lectures on Nursing 


Two Sisters of Charity from Nazareth Scho 
of Nursing, St. Joseph’s Hospital, Lexington, kt: 
tured on the nursing profession to 300 .junior al 
senior high school girls in ten public high schoo 
in the Paintsville area recently. The talks we 
intended to stimulate interest among the girka 
the work of the nurse. 


Four New Hospitals 


The opening and supervision of four new bi 
pitals, two in the Diocese of Covington and tw 
in the Diocese of Pueblo, Colorado, will be unte- 
taken shortly by the Sisters of St. Benedict, % 
Walburg Convent, Villa Madonna, Covingta 
The two hospitals in the Covington Diocese w 
be located at Hazard and Harlan. The two inte 
Pueblo Diocese, at Florence and Walsenbut 
Colorado. 

The hospital at Hazard is already in operatic 
has a capacity of 85 beds, and is known as tk 
Hazard General Hospital. Retaining its staff, 
hospital came under the care of the Sisters of % 
Benedict in April. It is the property of t 
Diocese of Covington. The hospital at Hara 
will not be opened for some time, since build 
pians have been delayed by conditions in ® 
building trades. 


Study RH Factor 


Sister Mary Simeonette, teacher of medi 
technology at Nazareth College, Nazareth, # 
Miss Mary Benedict Clark, medical technolog* 
employed by the Weeter Clinical Laboratory, # 
studying the RH factor in Boston and Baltimot 

In Boston, they stayed a week at the Blot 
Grouping Laboratory which is under the ditt 
tion of Dr. Louis Diamond of Harvard Medi 
School. In Baltimore, they studied at the Bal 
more RH Typing Laboratory, a new Communi! 
Public Health Service. 

The trip was planned and sponsored by > 
Harry M. Weeter, director of the Weeter Clini@ 
Laboratory and former pathologist at St. Jose 
Infirmary and SS. Mary and Elizabeth Hospil# 


(Continued on page 43A) 
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KODAK X-RAY PROCESSING CHEMICALS 
--- copartners of Kodak X-ray Films 


R X-RAY PROCESSING CHEMICALS... as for x-ray films .. . no 
F oe need look beyond Kodak. For the Kodak line is complete. 
It has developers, fixers, and replenishers . . . normal speed and 
fast acting. And all are produced with the utmost care . 
available in both liquid and powder form . . . packaged in sizes 
that provide maximum convenience. 

Quality and completeness . . . these are the distinguishing 
features of the Kodak line. For it is Kodak’s basic policy that no 
member of the profession shall need to look beyond Kodak to 
satisfy his requirements for chemicals and films—radiographic 
and photographic. . . . Eastman Kodak Company, Medical 
Division, Rochester 4, N. Y. 


Serving Medical Progress through Photography and Radiography 


Major Kodak Products for 

the Medical Profession 
X-ray films; x-ray intensifying screens; 
x-ray processing chemicals; cardio- 
graphic film and paper; cameras— 
still and motion picture; projectors — 
still and motion picture; photographi« 
films—color and black-and-white 
(including infrared); photographic 
papers; photographic processing 
chemicals; synthetic 


organic chemicals; 
Recordaks. 
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Impetigo cases DROP 
from 8.26 to 0.49 
In major hospital 








In Hospital C, the incidence of infant impetigo 
dropped from 350 cases in 4287 births to only 


diaper rash. Hospital staffs were also delighted 
with the discovery that Mennen Baby Oil will 
not stain hospital linens. 


jubilati 


43 cases in 8722 births after the establishment 
of new methods of procedure. Most important oe 


factor in this new procedure was the introduc- sane . dents f 
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These results substantiate clinical studies 
made in other major hospitals. Mennen Baby 
Oil, according to these studies, aids in provid- 
ing a shield of antiseptic protection to the 
infant skin. The daily use of Mennen Antisep- 
tic Baby Oil is a significant factor in the control 
of pustular rashes, miliaria, excoriated buttocks, 
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The Mennen Com- 
WHITER color “som offers you a new, 


etter baby powder. 


SOFTER texture Mothers voted it a 3 to 


avorite for its whiter 
FRESHER scent color, fresher scent 


and softer texture. 


Mennen 


Baby Oil.. Baby Powder 





The New Baby Powder by Mennen 
«the First Name in Baby Powder 
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LOUISIANA 
Pan Pharmacy Museum 


An historical pharmacy museum will be housed 
is the shop of Louis Dufilho, in New Orleans, 
with the aid of Loyola University. Dufilho became 
ihe first licensed pharmacist in the United States, 
in 1816. 

New Pediatric Department 

Anew 43-bed pediatric department was opened 
in March, at Hotel Dieu, New Orleans, following 
the blessing of the facilities by Very Rev. Msgr. 
H. Joseph Jacobi, executive director of Associated 
(atholic Charities and the archbishop’s repre- 
gntative for hospitals. 

The new unit is considered one of the most 
modern and well equipped of its type in the 
United States, a hospital spokesman said. It in- 
dudes four private rooms with connecting tile 
kvatories, two isolation rooms with private lava- 
tories, one observation room, six wards, a service 
pantry and formula room, a utility room, nurses’ 
gation, playroom, and a solarium. 

One of the outstanding features of the new unit 
is the visibility afforded nurses through glass pan- 
ted walls, both from the nurses’ station and 
from the corridor. 

Aseptic techniques are assured since there are 
wash basins in each room and ward and in each 
compartment of wards for children from infancy 
to three years of age. 

Among the activities conducted observing the 
opening of the new department were a luncheon 
and inspection tour by civic leaders and open 
house for the hospital medical staff, members of 
the New Orleans Hospital Council, and employees 
of the hospital. 


MASSACHUSETTS 


OK. Public Nurses 

Despite a protest by the Massachusetts Civil 
Liberties Union, town officials declared that the 
ue of public school nurses in the town’s three 
parochial schools will be continued. 


MINNESOTA 


A Great Day 

The feast of St. Joseph was a day of great 
jubilation at St. Mary’s Hospital, Minneapolis. 
Sisters St. Edward, Fleurange, and Stephanie ob- 
served their silver jubilees. In addition, 24 stu- 
dents from the department of nursing of the Col- 
lege of St. Catherine, St. Mary’s Hospital Unit, 
completed their course in nursing. The day began 
with the celebration of a High Mass for the 
jubilarians and graduates. The 19 graduates who 
were not away on affiliations enjoyed a gradua- 
tion banquet in the nurses’ lounge. 


Mth Anniversary 

St. Mary’s Hospital, Duluth, recently commem- 
orated the 20th year of its Clinico-Roentgen- 
Pathological Conferences, which have taken place 
tvery Friday morning (with the exception of 

Friday) since March, 1927. 

In addressing the 20th anniversary breakfast, 
Dr. William A. O’Brien, professor of postgraduate 
tducation at the University of Minnesota School 
of Medicine, commended the spirit of medical 
investigation, teaching standards, and liaison of 
hospitals and medical profession in Duluth. The 
following points were made by Dr. O’Brien in his 
aduress to the medical staff: 

_ The spirit of medical investigation which exists 
m Duluth is outstanding. The city has a medical 
center created by the doctors, created not by 
mnging in outstanding speakers, but by the ex- 
tllent work of the doctors of the community. 

_ A famous doctor mentioned that if he took ill 
Ma strange city or town, he would not care so 
much about good looking buildings, but he would 

k for the certificates of the hospital on the 
wall, approval by the American College of Sur- 
Sons, American Medical Association, and the 
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OXYGEN ON ITS TOES 
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ROLL-A-BOUT 


OXYGEN 
UNIT 


With quiet efficiency, the 
Roll-A-Bout Unit 
‘glides into position beside the 
patient — saving precious time 
in emergencies when minutes 
are measured — offering mobile 
convenience during routine oxy- 
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FOR ANY EXIGENCY 











e Baked Enamel Base 


e Noiseless ball-bearing casters 
e Adjustable to D or E cylinders 











With single stage regulator. 
Bag, latex 
supply tubing and valve wrench. 


Puritan Mask and 


See Your 
Puritan Dealer 


or write our nearest office 
for more information. 


“Puritan Maid” Anesthetic, R 


PURITAN COMPRESSED GAS CORPORATION 





ATLANTA BOSTON 


NEW YORK ST 


BALTIMORE 
DETROIT 


LOUIS 












i> 
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itating ond Therapeutic Gases and Gas Therapy Equipment 


CINCINNATI DALLAS 
KANSAS CITY 


CHICAGO 
ST. PAUL 


Puritan Dealers in most principal cities 


American Hospital Association. He would ask to 
see the annual report and immediately look for 
the number of postmortem examinations, because 
it would show the spirit of research and medical 
education. 

Dr. O’Brien emphasized the importance of 
avoiding anything that should come between the 
hospitals and the medical profession which would 
do away with the splendid spirit of co-operation. 
He stated that more residencies should be de- 
veloped, because the type of hospitals that exist 
in Duluth are the kind in which the universities 
would like to see the young doctors avail them- 
selves of the opportunities of such excellent edu- 
cational program. 


MISSOURI 


Medical Journal Features 


The April number of the Mississippi Valley 
Medical Journal (Quincy, Ill.) is devoted entirely 





to articles by clinical teachers from Missouri who 
presented their contributions at the 11th annual 
meeting of the Mississippi Valley Medical Society 
held at St. Louis last September. 


1947 LASKER AWARD 


The 1947 Lasker Award of $1,000 for outstand- 
ing service in mental hygiene will be presented 
for this year’s most significant contribution to 
popular adult education, especially in parent-child 
relationships, it was announced recently by Dr. 
George S. Stevenson, medical director of the 
National Committee for Mental Hygiene. 

The work of the candidates for the award must 
have been accomplished or generally accepted dur- 
ing the past year or two. 

The Lasker Award was etsablished in 1944 by 
the Albert and Mary Lasker Foundation and was 
presented in that year to Col. William O. Men- 
ninger, M.C., chief consultant in neuropsychiatry, 


(Continued on page 44A) 




















The drive was directed for Bishop Bartholomew 
J. Eustace by B. H. Lawson Associates of Rock- 
ville Centre, New York. 


(Continued from page 43A) Hospital Sister Dies 

Office of the Surgeon General, U. S. Army, for Sister Liedwina, superintendent of the out-pa- 
his outstanding contribution to the mental health tient department at St. Francis Hospital, Jersey 
of men and women of the armed forces. City, and a member of the Sisters of the Poor 

Nomination of candidates for the 1946 awards oF +. Francis for 56 years, died recently at the 
should be submitted by September 10 with full hospital, where she served for 30 years. Surviving 
supporting data in triplicate to Dr. George S. i, 4 sister, also a nun-in the same order, Sister 
Stevenson, The National Committee for Mental Mary Hilda Gundis, of St. Mary’s Hospital 
Hygiene, 1790 Broadway, New York 19, New  popoken , . . ‘ 


York. 
New Hospital for Camden 

Our Lady of Lourdes Hospital, a new 292-bed New Motherhouse 
institution, soon will be erected at Camden. The The Carmelite Sisters for the Aged and Infirm, 
$2,200,000 fund-raising campaign for funds to who have their headquarters at St. Patrick’s 
erect the hospital went over the top by $400,000. Home in the Bronx, have purchased an 86-acre 
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tract of land with a 19-room residence OVerlogt, 
ing the Hudson River, to serve as a motherhoyg 
and novitiate. The new property will be know x 
the St. Teresa’s Motherhouse and Novitigy 
Avila-on-Hudson. This congregation of Dux 
which cares for the aged in various dioceses, 
founded just 17 years ago by the late P 
Cardinal Hayes and Mother M. Angeline Teng 


Noted Doctor Dies 


Dr. Michael E. DeLuca, prominent Cath 
physician and surgeon, died suddenly at his hom 
in Troy, on March 8. A native of Italy, he cay 
to the United States as a child and restded 
Troy since 1898. He received his degree in mj. 
cine in 1911, interned at Troy Hospital, a 
began the practice of medicine in Troy in jy) 
After taking post-graduate work at medical qj. 
lege, he specialized in gynecology at Troy Hy. 
pital, where he had been a member of the sg 
ever since, at one time being chief of surgery q 
the institution. 










































Vets to See Stamp Show 


A long string of ambulances will pull up ste. 
ily at the entrance to the Centenary Internation) 
Philatelic Exhibition, which will take place durig 
the week of May 17, at New York’s Grand Cu. 
tral Palace. Many wheel chairs, uniformed nury 
and attendants also will be seen heading for th 
entrance to the “big show.” 

It will all be part of the job that is being dow 
for the hospitalized veteran who has found any 
interest and a new usefulness in the excitix 
hobby of stamp collecting. 

The Big Stamp Show is making special x. 
rangements to provide special facilities to tae 
care of the several thousand hospitalized veterus 
who will visit the Philatelic Exhibition whid 
marks the 100th year of the U. S. postage stam 
The step is a natural consequence to the nev 
phase of rehabilitation therapy which has bea 
fathered by stamp collecting, furthered’ by th 
nationally known “Stamps for the Wounded’ 
program, which in turn has been given blessing 
by the American Red Cross. 
























Clinics 

A Diagnostic Clinic was opened in the Ou 
Patient Department of St. Vincent's Hospital 
New York. Each patient is given a thorough ® 
vestigation, including a complete physical exam: 
nation, chest X-ray, and laboratory tests. Further 
diagnostic tests are made when indicated. Alte 
the attending physician has established a dit 
nosis, the patient is referred to a special clink 
for proper treatment. 

A Cancer Prevention and Detection Clini 
began functioning at St. Vincent’s also, under th 
auspices of the New York City Cancer Commi 
tee. The examining rooms are located on tk 
second floor of the ward building. The facilites 
of this clinic are open to the general public iu 
their benefit and the promotion of communil 
health. 

The facilities for the Psychiatric Clinic hav 
been greatly expanded since its opening in Ja 
uary. At the present time, there are eight patt 
time psychiatrists, one full-time psychologist, 0 
full-time psychiatric social worker, and a full-tim 
registrar. The purpose of the clinic is not mer) 
for diagnoses, but primarily for treatment, pa 
ticularly in early cases of neuroses and emotion 
problems of children and adolescents. All referrals 
are made in advance, through the registrar of tht 
clinic. 



























Nun-Pharmacists Meet 


The March meeting of the Greater New Yor 
Chapter of the American Society of Hospitt 
Pharmacists was held at St. Clare’s Hospital, Ne* 
York, March 18. 

The guest speaker, George Zugich, chief phat 
macist of Grace-New Haven Community Hos 
tal, New Haven, Conn., spoke on the topic “ 
Patterns for Certain Hospital Pharmacy Prat 





















(Continued on page 46A) 
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edlaw ¢ Ina hospital's nursery, combine units 
of Fencraft Standard Intermediate 


Combination Windows, such as types 636 
and 616 (illustrated). Note that sill vents, 
opened, guard against drafts, prevent children 
from falling out. 


A a nursery, for example, needs ample 
daylight for young eyes . . . with windows low 
so youngsters can see out . . . with abundant 
fresh-air ventilation . . . with sill vents so design- 
ed that when open the children cannot fall out 
of windows. 

Such windows are offered in the three new 
lines of Fencraft units which provide new high 
quality, lower cost and important installation 
economy. 

Built of specially-designed steel casement 
sections, by craftsmen in the shops of America’s 
oldest and largest steel window manufacturer, 


Fen AYALA 











seats 


setin 
» on me 


all Fencraft Windows beautify both the outside 
and the inside. They provide permanently easy 
operation, safe cleaning, lasting weather-tight- 
ness, firesafety and low maintenance cost. 

Types and sizes are standardized, for singular 
economy. Installation cost is minimized by the 
use of uniform installation details, plus the co- 
ordination of window dimensions with those of 
wall materials. 

Eminently suited for America’s finest hospitals, 
Fencraft Windows are now being shipped to 
many localities. Ask your architect about them. 
For product details, mail coupon below. 


Detroit Steel Products Company 
Dept. 2259-HP- 4 

2250 East Grand Bivd., 

Detroit 11, Michigan 


Please send me data on types and sizes of the new 


Fencraft family of Fenestra Windows: 
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i Koh wan cel!) may use just one liquid scrub 
soap for all types of floors instead of having to 
keep three or four on hand. FLOOR-SAN Liquid 
Scrub Compound is safe to use on any floor, lino- 
leum, rubber tile, asphalt tile, terrazzo, or wood. 
FLOOR-SAN'S action is quick and it is economical 
to use because ‘‘huffered'’ so a little goes a 
long way. Special penetrating ingredients dissolve 
grease and grime, and it floats away. For better 
cleaning at lower cost, start now to use Floor-San 
for all of your floors. 


HUNTINGTON LABORATORIES, INC., HUNTINGTON, INDIANA 


FLOOR-SAN 


SAFE ON ALL FLOORS 





cS 





consists of 30 Sister hospital pharmacists of the 
New York, Brooklyn, Long Island, and New 
Jersey areas, is affiliated with the national so- 
ciety, and it is the only group which boasts of 100 
(Continued from page 44A) per cent Religious membership. The chapter meets 
monthly at the various Catholic hospitals. 





tices” and supplemented his lecture with demon- 


strations and slides. : . 
Don E. Franke, chief pharmacist of the Uni- Heroic Priest Resumes Work 
versity of Michigan Hospital, Ann Arbor, Mich., Rev. Andrew F. Cervini, S.J., amputee, 


discussed the organization of the national society chaplain hero, former captain, U.S.A., and a 
whose headquarters are at the American Institute : i 
prisoner of war under the Japanese in the 


of Pharmacy, Washington, D. C., and legislation pose " . . 
pertinent to this professional group. Philippines for 34 months, arrived in Manila, 


_A panel developed a discussion on the progres- January 30, to resume his work as a missioner 

sive movement and professional relationship de- once again 

velopment necessary to an enterprising hospital A week earlier, a laree gathering of friends 
/ ek earlie arge gathe s 

pharmacy. p ? Mi ges 

The New York Chapter, whose membership and relatives assembled at La Guardia Field, 






New York, to see him off on the first leg y 
the long trip back to the Philippines, 

For 13 years prior to the war engaged 
missionary work on the Philippines, Fai, 
Cervini converted a school and mission Do 
into a hospital and field headquarters for i 
73rd Regiment of the Philippine Army y 
Iligan, Mindanao. For months prior to 4% 
outbreak of hostilities he had prepared jy 
the events of the future by training the Siste, 
and teachers as nurses for his hospital ung, 
the guidance of two young doctors, nati, 
Filipinos, and former students. 

Close association with ‘the 73rd Regime 
led to his appointment as a chaplain. By oy 
of the strange freaks of wartime happening 
his commission did not catch up with biz 
until March, 1946, when he was commission 
a lieutenant as of March, 1942. Two we 
later he was advanced to the rank of captain 

Liberated from the Japanese by Ameri 
forces, Father Cervini was assigned to wy 
Mass for a detachment of soldiers, when; 
Jap shell landed at his feet, shattering }j 
right foot completely and injuring the lj 
He personally directed rescuers to the neary 
dressing station where the right foot was a. 
putated above the ankle “and several toes ¢ 
the left also removed. 

A few months Kater Father Cervini was x 
moved to the United States and last fall w 
him reunited with his family in New Yot 
City. Since then, he has been in constant & 
mand for pulpit and lecture engagements. Ov 
and over again he has extolled the loyalty ¢ 
the Filipino people who helped him and may 
other Americans to keep alive while they key 
faith with America, often at the cost of ther 
own lives. 

Now, equipped with an artificial limb, a 
carrying along several to spare, he has # 
tained from religious superiors and medi 
authorities what he wanted — his return tot 
Philippines. It is his firm conviction that 
years of experience gained in the Islands « 
needed at this time, when unrest and bewilte! 
ment are entering the Philippine picture. 

As a further means of speeding the work 
reconstruction and rehabilitation, two days 
fore his departure Father Cervini receivel! 
1946 Ford station wagon for his use in Z# 
boanga. The car was obtained under the pe 
vision made by the Government insuring re 
delivery to amputee veterans. 
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Honor Hero Chaplains 

The cornerstone was laid for a $200. 
swimming pool at the Bronx Veterans’ He 
pital, New York, in honor of Rev. Joho! 
Washington, of Newark, N. J., and three 0 
Army chaplains who died four years ago W# 
the transport Dorchester was torpedoed 4 
Greenland. The ceremony was marked by! 
attendance of Police Sergeant Hugh E. Me 
fett, who was a member of the Dorchestt 
crew. 

























Course for Children’s Nurses 


St. Joseph’s Infant Home, at Troy, has 
sumed its one-year training course for yo 








(Continued on page 48A) 
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Crosea systems for blood and plasma = 


transfusions, today so widely accepted, were 

introduced by Baxter per ynuveniesd 

” y BAXTER LABORATORIES 
Transfuso-Vacs, Plasma-Vacs, Centri-Vacs Glenview, Itinois . Acton, Ontario 

and accessories reduce contamination risk and Produced and distributed in the eleven Western 

make for safer, simpler transfusion techniques. states by DON BAXTER, Inc, Glendale, Califorma 

No other method is used in so many hospitals. * 


AMERICAN HOSPITAL SUPPLY CORPORATION 


DISTRIBUTORS EAST OF THE ROCKIES ® EVANSTON e NEW YORK ¢ ATLANTA 





Anchor Combinat 


: | constructed, embodying dis- 


v 


Ne. 3504 (FRONT VIEW) 


Ne. 3504 (SIDE VIEW) 
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ion Bedside Table 


Studiously designed, superbly 


tinctive advances in modern 
metal, institutional furniture. 
Ruggedly built of fine seamless, 
durable steel body mounted on 
staunch welded legs fitted with 
2” casters and “‘offset’’ legs for 
perfect balance. 
Standard height—37”. 
Storage cabinet has double- 
walled over-lapping door with 
concealed hinges, re- 
movable shelf and 
basin ring. Enameled 
steel towel bar is at- 
tached to side, and venti- 
lated bed-pan compart- 
ment is a helpful feature. 


OVERBED TRAY, at- 
tached to back of cabi- 
net, is easily extended, 
raised or lowered from 
32” to 43”. 

Black Cafolite tops, 
on cabinet and trays, 
are highly resistant to 
liquids, stains, marring, 
warping, fading. 





Dimensions: Cabinet, 16” x 20” x 32” high. 


Drawer, 4” deep. 


Overbed Tray, 14” x 24”. 
Finish: Walnut Brown or White Enamel. 
Anchor Combination Table, less bedpan compartment, $41.00 
Anchor Combination Table, with bedpan compartment, $45.00 


P. S. Are you receiving our Bulletins, “ANCHOR LINES?" 


HOSPITAL EQUIPMENT CORPORATION 


89 Madison Avenue, New York City 


(Continued from page 46A) 


women interested in becoming children’s 
nurses. 

During the course, the students live at the 
home, are given lectures on child care by 
physicians, and work with children. At the 
end of the year’s training, they are eligible 
for positions as children’s nurses in institutions 
or private homes. 

- The enrollees for the course must be in 
their 18th year. They receive their mainte- 


nance at the home, but furnish their own 


uniforms while in training. They also receive 
a sum for spending money while in training. 


Trained to Care for Babies 

The New York Foundling Hospital, Man- 
hattan, was the scene of an interesting and 
unique ceremony, February 9, when 24 young 
women received their diploma and pin as 
trained Baby Nurses. This completes their 
one-year course of training and qualifies them 
to care for well children. 

The ceremony took place in the hospital 
chapel and consisted of a procession, awarding 
of diplomas, awarding of prizes, and an ad- 
dress by the hospital chaplain. The speaker 


April, 199 


stressed the need of this sort of work, exphip. 
ing to the young ladies that their Vocatiq 
was in favor in New York at the present time 
and that he hoped more girls would fee} jy 
spired to follow their good example and take 
this type of training. 


Young women who possess a sincere Joye g 


children may be eligible for this courg ¥ 
they are between the ages of 17 and 25 an 
have completed at least two years of hig 
school. Graduate baby nurses are trained fy 
the care and development of well babies ang 
children, and are employed in newhp 
nurseries of general hospitals, in convalesgy 
pediatric units, child-caring institutions, dy 
nurseries, nursery schools, and private home 

This school has been in operation at th 
New York Foundling Hospital for more thy 
50 years, and numbers thousands among jt 
alumnae. Classes are open in February aj 
September. 


Evidence Forum for Nurses 

A Catholic Evidence Forum was conducted 
by the Rochester Council of Catholic Nurs 
every Friday evening during Lent, at & 
Mary’s Hospital, in Rochester. Following tk 
Stations of the Cross at 7:30 p.m., the forum 
began at 8 and concluded promptly at 9, 

This Lenten project was intended to brig 
Catholic matters of interest to the attentin 
of Catholic nurses and to assist them in tk 
discharge of their professional duties, Ead 
forum was under the direction of a nur 
chairman, the nurses themselves carrying « 
the discussion. Non-Catholic nurses were als 
invited to attend the forums. 


First R.P.N.’s Capped 

St. Joseph’s Hospital, Yonkers, capped the 
first class of 14 students of the Practid 
School of Nursing, in January. A second clas 
of 18 students was admitted on February ll 
bringing the total enrollment to 32 student 
The next class will enter July 2. 

The course is a one-year program meetitf 
the requirements of the State Department d 
Education and leading to State Board Exam 
nation for license as a registered practial 
nurse. 


OHIO 
Cancer Expert Wins Award 


Dr. George S. Sperti, inventor and cancer 
searcher and director of the Institutum ) 
Thomae, at Cincinnati, was named to rect 
the 1947 Christian Culture Award of Assumpltt 
College, of Windsor, Ont., Canada. 

The medal is awarded each year to “some 0 
standing lay exponent of Christian ideals.” Pa 
recipients include Sigrid Undest, Jacques Mat 
tain, Philip Murray, and Henry Ford II. 

Dr. Sperti, a member of the Papal Acadetl 
of Sciences, is internationally known as an ® 
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ventor, research scientist, and author, He fount™™ 


the Institutum Divi Thomae, a scientific © 
institute, 12 years ago. 


Public Views Floor Plans 


The first public showing of the complete 0% 
plans and the artist’s drawing of the proj® 
$3,000,000 St. Vincent Hospital (Toledo) ¥% 
made at a “Citizens Committee of Spon 
dinner held in the Commodore Perry Hotel. 

(Continued on page 53A) 
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Kel flospital Activities 
eSent tiny er issiettetts SESSESSESSESSESESEIEIEEE 
Id feel . (Continued from page 48A) 
» and tak The 191 members of the sponsoring group were 
ibe guests of the Grey Nuns, who operate the 
sre loved I the memorial gifts division of the St. Vincent 
Course MEfospital Building Fund campaign is one of the 
nd 25 ayjfmpost important campaign divisions and will seek 
o Mets from 500 memorial prospects. Said the 
. of buh vaident of the group, “The program offers to 
rained far Miiic generation a ‘once in a lifetime’ opportunity 
abies anj MM perpetuate the name of a loved one, a friend, 
‘oup. 
newtea - both will range from entire units at 
nvalesce, 9900, down to single rooms at $1,200. 
me pointed Administrator 
mm at th Sister Beatrice St. Louis, S.G.M., formerly 
more tha director of nurses at St. Vincent's School 
among it { Nursing, ‘Toledo, has been appointed ad- 
ruary ani sinistrator of the hospital. She succeeds Sister 
: nnunciation, who has returned to the Mont- 
al motherhouse for a rest. 

Sister St. Louis first came to St. Vincent’s 
conducte fospital 18 years ago to prepare for the 
lic Nurse ing profession. She is a graduate of the 
t, at SIs of 1933. She received a Bachelor of 
owing th rience degree from St. Louis University and 
he forums Master of Arts degree from the Catholic 
at 9, fpiwersity of America. 

1 to bring ster Irene Papineau, G.S.M., who has been 
attentiom@ Sister superior of Notre Dame Hospital, 

em in tegpmtreal, and is a former St. Vincent superior. 

ies, Expl! teturn to Toledo in the capacity of assist- 
a nur administrator. 

— OKLAHOMA 

we O) 


C. Honors Graduates 
The February graduates of St. Anthony 
hool of Nursing, Oklahoma City, were in- 


apped tied guests at the Chamber of Commerce 
Practialfincheon on January 31. They were awarded 
cond clifirtificates of recognition which were signed 


pruary |, the governor and city officials. 
student In view of the shortage of graduate nurses 


roughout the country, it was felt that this 


n meet $an avenue for good publicity in recruiting 
rtment @iulifed applicants, who are imbued with the 
rd Exams of nursing. 
practidilinicals Receive Caps 
Qn January 31, 30 preclinic students, who 
lered St. Anthony School of Nursing, Okla- 
m City, on October 1, 1946, received their 
si an impressive ceremony in the school 
cancer iitorlum. The program was enjoyed by the 
tum “ily, students, relatives, and friends. 
to rece 
\ ssumpte . 
PENNSYLVANIA 
some otfMopital Head Dies 
pals.” Pas Sister : : . 
ues Mat t M. Anna Regina, superintendent of St. 
I oh’s Hospital, Pittsburgh, died recently, after 


months’ illness. 
Anna Regina entered the community of 
E Sisters of St. Joseph in 1909, and immediately 
wing her profession was sent as a student 
to St. Joseph’s Hospital, where she grad- 
td three years later. In 1932, she was ap- 
ted superintendent and superior at the hos- 
tl, positions she held until 1935, when she was 
usierred as a nurse to St. Joseph’s Infant 
, at Ebensburg, in the Altoona Diocese. In 
, she returned as superintendent at St. 
ph’s, 
" supervised the building and dedication of 
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Ahead! 


with the 


GENERAL 
AUTOMATIC 


Our new electrically refrigerated oxygen tent is actively in pro- 
duction NOW! The General Automatic ends your ice-chopping, 


water-bucket-handling 
jf 


mately 50°/, 


roblems. Maintains humidity at approxi- 
and controls temperature as easily as tuning in a radio. 


Use our plastic Oxydome with it as shown, and you get high 
oxygen concentrations at lower than usual liter flows. Besides, the 
Oxydome affords window glass visibility. The two together represent 
oxygen tent therapy in its most modern and effective form. 


Electric Tent with Vinylox canopy, A.C. current $650.00 


With D.C. Motor installed, extra 
With plastic Oxydome in 





tead of canopy, extr 


$57.50 
$42.50 





The plastic Bassinet, light, durable, fully 
transparent. 


No. 1068 Plastic Basket $26.00 
No. 1070 Bo ket with tut ir stand $54.50 
No. 1072 Basket with ation stand $107.50 


The plastic Oxyhood for simpler, 

more effective, completely safe 

oxygen therapy for premature 
and new-born infants. 

No. 307 Complete with meter and 
tubing $27.50 
All items f.o.b. New York; Prices 
Subject to Change Without Notice 


256 WEST 69TH ST., NEW YORK 23 
3357 WEST 5TH AVE., CHICAGO 24 


St. Joseph’s new wing in 1934 and had served 
as a vice-president of the Hospital Association of 
Pennsylvania. 
Transfers to Georgia 

Sister M. Laurentine, former directress of 
nurses at St. Francis Hospital, Pittsburgh, 
has been transferred to Columbus, Georgia, 
where she will have charge of a city hospital 
to be opened there by the Sisters of St. 
Francis, upon the request of Bishop Gerald P. 
O’Hara, of Savannah-Atlanta. 


Guild Honors Members 


The Catholic Nurses’ Guild of Our Lady 
of the Visitation (Philadelphia) recently gave 
a testimonial dinner, to honor Miss Celia R. 








Ge vee +f) 
am SUPPLY SERVICE, INC. 
NEW YORK 23. N.Y 


Kennedy, field representative of the American 
Red Cross and co-founder of the guild with 
the late Monsignor Wastl in 1914; and Miss 
Alice M. O’Hollaran, director of Public Health 
Nursing of Pennsylvania, and the guild’s first 
and 25th president. 

Rev. .J. Leo Boyle, spiritual director, pre- 





sented the honored members with special 
certificates containing the Pope’s blessing 
To India 


On February 4, two more members of the 
Medical Mission Sisters, of Fox Chase, Phila- 
delphia, left for foreign mission fields. One 
is Sister Mary Louise,*a graduate of Provi- 


(Continued on page 54A) 
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LATER SORGICAL THRE 


processes are eliminated. 


twenty-four hours of receipt. 


Cuyahoga Falls, Ohio 








We Specialize — 


in Pure Latex Surgical Tubing 


) jemaweicntan hours a day our efforts are devoted to 
one objective—to produce the finest surgical tubing 
it is possible to make. Because of this, RLP Pure Latex 
Surgical Tubing has attained world-wide recognition. The 
inner surface of RLP tubing is smooth and unexposed to 
dust. No acids or minerals are used to coagulate the latex. 


Thus any ill effects which might be inherent in such 


This quality tubing is sold only through 
reputable surgical dealers and hospital 
supply houses. Dealers tell us they are well 
pleased with RLP’s conscientious service 


policy. Most orders are shipped within 


Rubber Latex Products Inc. 


Specialists in Surgical Tubing 


World Suppliers of 
Latex Surgical Tubing 


Ci Ma Rip 











Hospital Activities 
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dence Hospital School of Nursing, Washing- 
ton, D. C.; the other, Sister Barbara, who is 
a doctor. 


RHODE ISLAND 


Increased Allowances 

Hospitals in Rhode Island stand to gain from 
a recent amendment to the Workmen’s Compen- 
sation Act which increases allowances for room 
and board from $4.50 a day to the regular rates 
charged private patients in wards up to a max- 
imum of $8 a day. 


The bill was signed by Governor John O. Pas- 
tore in the executive chambers on March 17th 
and became effective immediately. 

The new allowance is considered sufficiently 
liberal to allow for future rate increases should 
it be deemed necessary by hospital trustees, inas- 
much as no hospital in the State is currently 
charging the new maximum allowed under the 
W.C.A. As heretofore, hospitals will continue to 
receive additional payment for all extra services 
customarily provided by the hospital insamuch as 
the new amendment refers only to the bed and 
board phase of the hospital bill. 


SOUTH DAKOTA 
60 Preclinicals Capped 


On February 14, sixty preclinical .students 
who will receive their training at the four 


April, 19 


hospital units of the Presentation Schoo 
Nursing, Aberdeen, received their caps, 

Sister M. Bonaventure, director of 4 
school, gave the following bit of adyig J 
the students: 

“We have assembled this evening to obser 
with a simple ceremony the completion 
your preclinical term in our school of ny 
You have demonstrated satisfactorily that y 
have acquired the basic principles of the » 
and science of nursing. Upon this you are y 
to build your clinical subjects, i.e., mei 
and surgical nursing, and experience, 

“The tangible reward for your efforts js; 
privilege of wearing the student nurse's « 
The cap itself is of little intrinsic value by 4 
is the precious symbol of your professigg’ 
heritage. 

“Tomorrow morning as you go about yy 
assignment wearing your caps for the § 
time — remember be faithful to the trust 9 
have placed in you. Your caps mean x 
responsibility.” 


Fifty Golden Years 

Fifty years ago, Sacred Heart Hospital y 
opened to admit the sick and invalids of { 
city of Yankton and surrounding territory. 

On May 5, 1897, Bishop Thomas O’Gom 
of Sioux Falls, came to Yankton to consult 
physicians concerning a hospital. Six doc 
responded to the invitation and were me 
graciously received by Bishop O’Gorman, ¥ 
stated briefly that his reason for assembly 
the men of medicine was to discover theirs 
timents upon the hospital question. His Exc 
lency informed them that his designs were 
leave the medical and surgical government 
the hospital entirely in the hands of them 
ular physicians of Yankton. He also reved 
that Mother Mathilda, prioress of the Bag 
dictine Sisters, had consented to place Sista 
trained nurses, in charge of the hospital! 
assist the doctors in caring for the patients 

The Bishop proposed that the two-s 
brick structure on the summit of Ma 
Marty be converted into a hospital. This» 
neer edifice had been built by Bishop Ma 
Marty, first bishop of the Dakota Terito 
to serve as the first cathedral of the dio 
and also as a school for Indian boys. Bis 
O’Gorman informed the physicians tha! 
was prepared to provide the funds for 
modeling the building, assuring them tht 
would be a strictly up-to-date hospital; 
plied with the latest scientific equipment! 
the care of the sick. 

The physicians showed deep interest it 
project and spoke of the great need for 
hospital in that territory. 

By October 22, the new hospital chapé 
ready for use, and Holy Mass was oft 
there. November 4 was set aside as the # 
ing day of the hospital. The ceremony 
with a high Mass. In his sermon for the 0 
sion, Rev. Thomas Kearney, of Walsht0t 
said: 

“ _ . In this institution of love, whi 
dedicated under the very touching title, S# 
Heart Hospital, is to be found poor hu 


(Continued on page 56A) 
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Benjamin Franklin 
Thomas 


To spare a patient, he lost his life! 


T was autumn, 1896, and American roentgenology 
was still in its premedical era. 


That’s why the noted physicist, Benjamin Franklin 
Thomas, was called upon to make a radiographic 
record of the vertebral bone structure, at the lower 
thoracic and upper lumbar levels, in an adult patient. 


Determined to spare the patient the unpleasantness 
of repeated experimental exposures, Thomas experi- 
mented on himself. The difficult task was complicated 
by the primitive Crookes tube of that day—and the 
first exposure alone lasted almost two hours. 


This continued, and in two weeks time, an area of 

localized dermatitis appeared, four or five inches 

square, involving the anterior abdominal wall. Suffer- 

ing fiercely all the time, Thomas carried on his work 

at Ohio State University until his giant strength gave 

out 15 years later, and he died a premature death.* 
* * * 


Mark well the deeds of pioneer roentgenologists like 
these— 


For it is in their climactic shadow that we at Ansco 
press for perfection of x-ray materials. 


We are determined that you may ever look to Ansco 
and find chemicals that ease and speed your work— 
films that offer high, uniform, unsurpassed quality. 
Ansco, Binghamton, New York. 


*American Martyrs To Science Through The 
Roentgen Rays, by Percy Brown, M.D. Published 
by Charles C. Thomas, Springfield, Illinois. 


ASK FOR 








Ansco 


X-RAY FILMS AND CHEMICALS 


Number 3 in a series 
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ONE-BED 


Crowded wards are usually 
a problem when attendants 
attempt to give patients the 
best of care. JUDD CUBI- 
CLE CURTAIN EQUIP- 
MENTassures single-room 
privacy for examinations 
and night-care without em- 
barrassment. And other 
patients sleep undisturbed 








PRIVACY 








For a cost estimate on your ward, sunporch, 
corridor, or room installation, send us a sim- 
ple sketch like the one above. 


when bed-lamps are shielded by cubicle curtains. 

Heart of this modern equipment is the JUDD patented corner 
fixture. Curtains glide silently past it on fibre-encased wheels, 
completely enclosing the bed in a flash. 


H-L-JUDD CO. 


HOSPITAL 
DIVISION 


87 CHAMBERS STREET, NEW YORK 7, N. Y. 
Branches: 


449 E. Jefferson Avenue, Detroit 26 


3400 North Western Avenue, Chicago 18 


726 E. Washington Bivd., Los Angeles 21 


Hospital Activities 
(Continued from page 54A) 


nature wounded by the robbers of sin, passion, 
sickness, and other miseries. 

“Though priest and levite may hurry by 
having no especial thought of suffering human- 
ity within these walls, not so the good Sisters 
of St. Benedict. On their journey to the 
Heavenly Jerusalem, they pause like the good 
Samaritan and with the charity of God, pour 
soothing balm of oil and wine into the wounds 
of suffering mankind... .” 

The hospital at Yankton was the first Cath- 
olic hospital in the Diocese of Sioux Falls, the 
fourth to be opened by Sisters of St. Benedict 





in the United States. The first one was St. 
Alexius Hospital, in Bismarck, North Dakota, 
in 1884. Eight Sisters were stationed at the 
new hospital, which had a capacity of 30 beds. 

The first register of patients of Sacred Heart 
Hospital shows that from November, 1897, to 
December, 1900, 50 patients, 16 per cent of 
the 299 received nursing care gratis. Many of 
the patients cared for during the first three 
years had typhoid fever, the epidemic being 
due to the unsanitary condition of the water 
system. 

The first Sacred Heart Hospital may seem 
small to us at the present time. In the begin- 
ning of the 20th century, however, it was far 
from being crowded. Patients were not hospi- 
tal-minded in the United States, and South 
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Dakota was no exception. Many of the gi 
were cared for in the home. The Sisters oj, 
went to the homes to give the necessary mon 
ing and evening care to patients. The ny 
labored hard and under trying circumstay 
and had severe financial as well as other gg 
culties to surmount. Divine Providence, jy 
ever, guarded its infancy and the number, 
patients seeking admission to the Sacred Hew 
Hospital, in Yankton, is constantly increas 





TEXAS 


Renowned Pathologist Arrives 

The.city of Wichita Falls boasts of its prog 
in medical and surgical service under the sue 
vision of a renowned pathologist, Dr. Joseph 
Pasternack, who came from St. Louis, Mo 

Dr. Pasternack was graduated from Rice Ing 
tute, Houston, and from the University of Tey 
with honors. He served as pathologist and 
search associate with National Institute of Hedj 
and National Cancer Institute, Washington, J 
C., for six years. He was regional pathologist » 
director of pathological laboratories and resar 
for the United States Public Health Service 

During the past ten years, Dr. Pastem 
served three years as associate professor in pe 
ventive medicine and public health in the Unive 
sity of Louisiana School of Medicine. For ty 
years he was chief pathologist and director ¢ 
laboratories for the United States Public Servi 
Hospital, New York, and later guest pathologi 
with the famous Mayo Clinic, at Roches 
Minn. 

He is the author of more than 40 publicati 
on pathology, bacteriology, chemistry, tropi 
diseases, and laboratory methods. 

Through the efforts of Dr. Pasternack, Mr.: ( 
Mrs. John J. Moran have donated approxima 
$2,000 of new equipment for Bethania Host 
Laboratory. 


History of Seton Hospital 

The December, 1946, issue of /nter Nos, 
the Texas Conference of the C.H.A. contain 
an outline of the history of Seton Hospi 
in Austin; and we are reproducing a 9 
briefer outline, for the benefit of our reat 
everywhere. 

The cornerstone of the hospital, then kn 
as Seton Infirmary, was laid in the spring 
1901. This hospital was the first institution 
bear the name of the American Foundres 
the Daughters of Charity, Elizabeth : 
Seton. 

The founding of this hospital was brow 
about by an inspiring local force which s 
plied the information necessary to hel! 
superiors of the order arrive at the final i 
sion of opening a hospital in the then ii 
capital city. This force was a charitable # 
ciation of Catholic women who, under! 
patronage of St. Vincent de Paul, orga” 
an aid society some years before to take @ 
of the Austin poor, and especially to set 
the Catholic patients in the city hospital 
not die without the sacraments. The supe 
realized the strategic position of Austin 3! 
geographical, political, and educational 
of the state, and also saw an opportunity! 
the enlightenment of a large section of 
American people which the missionary 2 
the Daughters of St. Vincent de Paul 
not to resist. That charity, sensing the § 
itual as well as the physical poverty ™ 

(Continued on page 58A) 
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Y mcreasng Wood is characterized by enduring construction, good appearance and 
strength, functional adaptability,and good housekeeping. 
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: ities alone, we find in wood a su- Still more is yours in Carrom-built 
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BREAKAGE HEADACHES DISAPPEAR 


~». When you cook and serve 
in Legion Stainless Steel 





Careless help cannot break or damage Legion extra- 
heavy Stainless Steel Table Service. It is unbreakable, fireproof, tarnish- 
proof and requires no replating. You also save on storage space, because 
you need keep no extra dishes to allow for breakage. With Legion Table 


Service your first cost is your last cost. 


Any and all foods can be cooked in Legion Stainless Steel without fear 
of spoilage, discoloration or taste absorption. Furthermore, this extra-heavy, 
seamless drawn table service is easily cleaned with any cleaning agent. 

Legion offers you a complete assortment of shapes and sizes to meet your 


table service requirements. Round and 
oval casseroles, frying pans and au gratin 
dishes, soup tureens and bakers—all 
up-to-date in design and attractive in 
appearance. Ask for descriptive circular. 
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(Continued from page 56A) 


characterized central Texas of that day, re- 


sponded to what seemed a greater need than 
that of any other field then offered. 

It took not only faith and judgment to make 
this decision — it took a very considerable 
sacrifice also. For most of the cities to which 
the Sisters were being urgently invited were 
offering more or less attractive inducements, 
one at least a very large endowment, while all 
that Austin could bind herself to do was 
donate a site for the hospital. 


LEGION UTENSILS CO. 


40th Ave. and 21st St. ¢ Long Island City 1, N. Y. 





The new hospital was opened on May 28, 
1902, with a public reception under the pa- 
tronage of the committee of the aid society 
which had in the first place been the means 
of interesting the Sisters in their town. 

Looking back now over the career of 
achievement of Seton, it seems plain that this 
apparently reckless outlay for the initial estab- 
lishment was deliberate. It was as if the 
founders had chosen for their motto, “Enlight- 
enment through Charity,” and had, with care- 
ful judgment, made their first step along this 
difficult road as long and striking as possible. 
For there had been enemies, not a few who 
had been busy even before the beginning of 
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building operations, assuring an ignor, 
public that the Catholic Sisters were » 
pletely behind the times in hospital wo, 
that their methods were unscientific, 4 
nurses untrained, their houses centers of sy 
gical blood poisoning. Here, on this ope, 
day, their building, on which neither mo 
nor knowledge had been spared, stood , 
before a doubting world and offered its sip 
but unanswerable refutation of these cay 
nies. Seton’s first patient was a charity patig 
—a Negro. 7 

In 1917, Travis County suffered froy , 
outbreak of smallpox. It was in no Way peg 
pared.to handle such a situation, and matty 
threatened to become tragic. The Comnj 
sioners Court called in vain for nurses, 
number of cases increased daily, and the de 
rate mounted alarmingly. With the best j 
tentions the County officials found themselyg 
helpless to meet the situation. In this ene 
gency, they turned to Seton for help. For 
nately, a Sister who had some experienc 
handling smallpox was at hand. She was x 
in charge of the camp with a force of voly 
teer nurses—Sister and nurses from 
“Seton Infirmary Training School” —and ig 
mediately brought order out of chaos. In; 
235 cases handled, the death rate was redug 
to nothing. 

Seton again came to the rescue dung 
World War I, when influenza broke out ama 
three military training schools. They tung 
over their entire house, rented neighbor 
houses, filled its grounds with tents, cll 
on the women of Austin for volunteer help 
and organized the work so capably that t 
Army officials were soon able to give a go 
account of the situation. One of the Sis 
fell a martyr to the cause, refusing to lea 
her post when the disease attacked her. 

Since 1902, two wings have been adi 
also a culinary department, a laundry, a bol 
house, and one of the most modern num 
homes in the state. Plans have been complet 
for another addition which will provide 50 
ditional beds and several additional rooms 
the surgical and obstetrical divisions, Twod 
vators are now being installed. 

In its out-door relief work, Seton Hogi 
is constantly in touch with the problem 
the child who is deprived of its rightful opp 
tunity, by providing clothes for infants, 
older children, as well as for adults; s 
children to school, supplies money for car ii 
books, and meals. The Sisters also ™ 
weekly visits to the homes of the poo 
provide them with the help necessary to mé 
tain their families. 


WISCONSIN 


Nuns to Foreign Shores ’ 
Sisters M. Roch and M. Carmelia, grat 
nurses of the Sacred Heart Training School, ™ 
waukee, who had been nursing at the 
Heart Sanitarium and at St. Mary’s Hill, 
tively, left for Honduras on November 16, 
Sister M. Rosario, one of the 28 miss 
Sisters of the School Sisters of St. Erancs? 
working in Honduras. Sisters Roch and Cam 
will be stationed at La Policlinica, a hospitt 
Tegucigalpa conducted by the Franciscan Si 
(Continued on page 61A) 
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WILL ROSS, INC 


MILWAUKEE 10, WISCONSIN 
Manufacturers and Distributors of Hospital and Sanatorium Supplies and Equipment 
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TWO IRON LUNGS IN ONE 


% There are many times when one Iron Lung is 
worth two, if that Iron Lung is a DRINKER- 
COLLINS DUPLEX. For a_ Drinker-Collins 
Duplex is designed to treat two children in an 
emergency. And, always it can be used for a single 
adult patient. The four extra large Plexiglas 
windows and eight arm ports facilitate nursing 
care. Other exclusive features include the motor 
driven bellows safely and conveniently located 
beneath the chamber, emergency hand operation 
in case of power failure and many accessories 
such as Aspirator, Safety Alarm, Mirror and 
Reading Rack. 


For Infants.. 


THE 
BABY 
IRON 
LUNG 


% Designed to resus- 
citate new-borns, The 
Drinker-Collins Infant 
Respirator is ideal for 
prematures who may 
require the advantages of an incubator as well as 
artificial respiration. It has been declared the most 
scientific method of resuscitating new-borns. 
Operates on the same principle as the adult Iron 
Lung. Built to the same high quality standards. 


* 7 * 
GET THE FACTS 
Write 
Dept. G for Catalog 
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@ Give Gentle Post-Operative Drainage 
@ Operate Simply, Automatically 


@ Provide Dependable Service 


@ Absolutely noiseless, completely self-contained and 
requiring very little attention, the No. 765 Gomco 
Thermotic Drainage Pump uses the principle of ex- 
pansion and contraction of air with variations in ap 
plied heat. It provides mild suction at a _predeter- 
mined level — either g0 mm. or 120 mm. of mercury. 


You will find the gentle, uniform suction furnished 
by this Gomco Thermotic Drainage Pump ideal for 
practically all post-operative drainage purposes. It oc- 
cupies only one square foot of floor space and is com- 
plete in a white enamel stand with chrome plated 
fittings. Ask your dealer, or write us! 


GOMCO SURGICAL MANUFACTURING CORP. 


822H E. FERRY STREET BUFFALO 11, NEW YORK 
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Addition Underway 
s. Anthony Hospital, Milwaukee, a general 
joppital of 60 beds and 20 bassinets, which was 
iedicated by Samuel Cardinal Stritch in May, 
gil, is now in the process of constructing an ad- 
jon which will include 65 beds and 15 bassinets. 
(her service departments include office, record 
ment, a 5-operating-room surgical depart- 
yat, pathological laboratories, X-ray department 
» include deep therapy, physiotherapy, central 
fet kitchen, dining rooms, refrigeration room 
gih storage room, root cellar and oxygen room, 
fo nurseries with workroom, and a new chapel. 
Prior to 1939 the hospital had exceeded its 
wmal capacity, but due to the war it was im- 
possible to obtain priorities for building sooner. 















Home Nears Completion 

Work is being rushed for spring completion of 
te new nurses’ home at Holy Family Hospital, 
Manitowoc. 

This modern, four-story, fire proof building of 
glonial red brick and stone will be the new resi- 
dence for 80 girls and the directors’ staff. 









(ombination Library 

A combined medical and nursing library has 
en operating for a year at Mercy Hospital 
\hool of Nursing, Oshkosh. 

The 21 by 50 ft. room, located on the second 
foor, is entered through two doors. Four rectang- 
var and three round tables provide a seating 
apacity for 36 students. Acoustic tile ceiling and 
ork tile floor make the room quiet and restful. 
The walls are painted light rose color. 

The library is well lighted, having 10 large 
vindows, eight of which face Lake Winnebago to 
the east. All windows are fitted with colorful 
drapes. The 10 large light fixtures are of the 
modern fluorescent type. The furniture of maple 
in walnut finish offers a pleasing contrast to the 
light walls. 


Indian Hospital Reports 

The St. Joseph Indian Hospital, Keshena, 
owned by the Menominee Tribe of Indians, is 
operated by the Bureau of Catholic Indian Mis- 
sons, with the Franciscan Sisters of Rock Island, 
Il. in immediate care of the hospital. Eight Sisters 
of this Franciscan community and four lay nurses 
constitute the nursing staff. The hospital is oper- 
ated solely for the benefit of the Menominee In- 
dans living on the reservation, except in‘ an 
emergency. 

Last year, 823 patients were admitted. The dis- 
pensary, where examinations are given and minor 
tilments treated, last year served 9819 patients. 


Establish Research Laboratory 
_A scientific research laboratory has been estab 
at St. Francis Hospital, in La Crosse, under 
the direction of Dr. Oscar Kanner, pathologist 
Speaking of its establishment, Dr. Kanner says 
“Every institution in the field of medicine 
ould undertake original research. The Mayo 
foundation could not have been developed with- 
wut it. Progress and teaching go hand in hand, 
and the patient will receive better care if there is 
constant advance. We must not be satisfied to be 
Moochers’ but we should be interested in mak 
Mm contributions ourselves even though it be in 
i modest way. 
‘Research must be free and unhampered. We 
do hot always know what we are seeking or 
keognize what we have found. Undoubtedly the 
tdministrative committee of any institution would 
We deemed it folly at first to allow such indul- 
mnce but no one should count on immediate 
Practical results of research; it is for the most 
part @ series of continued failures and only after 
“ercising much patience and humility can we 
mve at practical results. Every discovery, no 
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BE SURE TO -INCLUDE 


wicnasilail 


/ _—s TAILORED UNIFORMS 
© 0 AND CAPES 


im your 
Post-War 
Plans! 


Modern Hospitals with 
Modern Equipment, Modern 
Facilities and Modern Methods, 
should complete the program and 
include Modern Apparel for their 
uniformed personnel! Superintendents: 
Ask for our apparel suggestions for your 
Student Nurses, Nurse Aides, Maids and 
other uniformed personnel. No obligation! 


Snokite Garment Mfg. Co. 


2880 No. 30th Street + Milwaukee 10, Wis 
MEMBER, HOSPITAL INDUSTRIES ASSOCIATION 














matter how insignificant, is of potential value if 28 Receive Caps 


it is based on careful and honest observation St. Francis Hospital School of Nursing, in La 

The research laboratory, situated on the second Crosse, capped a class of 28 at a recent Sunday 
floor near the main laboratory, received | eg-wreig afternoon program in the school auditorium. _ 
assistance from anonymous benefactors. The labo- Giving the day’s address, Rev. Harold Kuhns, 


ratory is equipped with polarograph which lends C.PP.S., hospital chaplain, drew attention to the 
ye Lema eg oe analysis van he an ates disillusionment experienced by the nurse in war 
of elements in bio 4 specimens. it 1s as Sensi service. “That is why this ceremony of capping is 

7@ ac ¢ nec vre ° iy . , . 
TT a “ee Si eee sbuti so important. This class is fully aware of what 
F 4 wa tat = way seth ong yore urions the nursing profession means, Its members know, 
MA hh 2 coreg oy Phote oe yg A eee if ever a class did, that nursing is not glory. They 
hic a oe Se 2 really are dedicating their lives to God.” Sick 
Ww ich appeared in the American Journal of Clin- people are like children, the priest noted, “and if 
ic ry -12 . “ » f . aie ; ti . 
ical Pathology 16:120, 1946; and “A Method of they get kind care they will remember it until the 
Immunological and Chemical Investigations of : , aig red 

7 ~ . - “ig end of their days. 

Body Fluids by Means of Purified Gelatin,” in Saag 3 
Science, September 13, 1946, Vol. 104, p. 253— B.C. on Individual Basis 
254. Another paper representing a research project Blue Cross hospital protection is now available 
has been accepted for publication in the Transac- for persons on an individual, non-group basis, 
tions by the Electrochemical Society. (Continued on page 62A) 
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A NEW TECHNIQUE OF DIRECTION FOR 
CATHOLIC HOSPITAL FUND RAISING CAMPAIGNS 


Because B. H. Lawson Associates are specialists in the field of fund-raising for Catholic institutions, 
we have been able to develop, on the basis of experience, a technique specifically suited to the problems 


Our methods differ from those of other firms in that in a Lawson Associates fund-raising drive, 
all Catholic wage-earners in the area of solicitation are considered as “Special Gifts” prospects. This 
means simply that each Catholic wage-earner is rated by a committee of his fellow -parishioners as to a sug- 
gested gift. The best volunteer solicitor to see each prospect is selected by another committee of persons 


During our recent $2,200,000 campaign for the erection of Our Lady of Lourdes Hospital in 
Camden, New Jersey, which brought gifts in excess of $2,408,000, more than 40,000 Catholic prospects 
were rated and selected in this manner. 

Of course, this new departure in Catholic fund raising does not detract from the emphasis we place 
on the proper solicitation of industry, retail business, non-Catholics and other groups. However, it does as- 
sure to the Catholic institution the maximum support of the Catholic wage-earner. 

If your institution is contemplating an appeal to the public, we would be pleased to have a repre- 
sentative call to explain the services we offer and their cost. Preliminary surveys are undertaken in 
considering all campaigns, without financial or other obligation. 


B. H. LAWSON ASSOCIATES, INC. 


ROCKVILLE CENTRE, NEW YORK 
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(Continued from page 61A) 
according to a statement issued recently by L. R. 
Wheeler, executive secretary of the Associated 
Hospital Service, Inc., the Blue Cross Plan in 
Wisconsin. 

Announcement of the new protection was made 
in answer to public demand for coverage of per- 
sons not employed in groups. During a period of 
six years, the organization has provided hospital- 
ization protection to more than 600,000 persons 
on payroll deduction plans through places of 
employment. 

The new individual contract is quite similar to 
that being offered in groups, since it includes 100 
per cent coverage on most incidental costs of hos- 
pitalization during a 21 day hospital stay. 

The Blue Cross Individual Contract will extend 
the opportunity of enrolling in a non-profit pre- 
payment plan to the self-employed, unemployed, 
and persons who are employed where there are 
groups of less than five. Those in general good 
health and who are not eligible for enrollment on 
a group basis may make application for this 
protection. 

Regional Superior Visits 

Sister Clementia, regional superior of the mis- 
sions of the Hospital Sisters of the Third Order 
of St. Francis in China, is visiting at St. Joseph’s 
Hospital, Chippewa Falls. She came by plane 
from China, arriving in the States on January 3. 

At the present time, Sister Clementia is busy 
studying and planning for a new hospital in 
Tsinganfu, China, and is visiting all the hospitals 
conducted by the Hospital Sisters of the Third 
Order of St. Francis, where she is pleased to meet 
friends and benefactors of the missions. Sister 
plans to return to China within the next few 
months, with several volunteer Sisters, to go 
ahead with the building of a new modern hospital 
over there. 


Cadets Complete Course 

Nine cadet student nurses have completed a 
three year course of study at St. Joseph’s School 
of Nursing, Marshfield, and received their diplo- 
mas at commencement exercises held on Febru- 
ary 9. 

To start the day’s activities, a High Mass was 
celebrated at 9 a.m., in the chapel, with the 
Sodality Choir singing the responses. Both the 
graduates and their parents were honored at an 
11 o’clock breakfast served in the nurses’ dining 
room after Mass. An informal reception was held 
at the nurses’ residence throughout the day. 


Wins Sodality Award 

The Sodality at the college of nursing of Mar- 
quette University is the first nursing school 
Sodality to win the Marian award, established in 
1946 by the central office of the Sodality of Our 
Lady, in St. Louis, Mo. 

The award seeks to give recognition to indi- 
vidual achievement of members and to Sodality 
group work. 


Archbishop at Dedication 

The dedication ceremonies of the new addition 
to St. Joseph’s Community Hospital, at West 
Bend, which took place on March 18, were open 
to the public. The ceermonies were followed by 
a solemn high Mass, after which dinner was 
served. Most Rev. Moses E. Kiley, archbishop of 
Milwaukee, officiated at the dedication services. 

The dedication came at a time when the people 
of the community were engaged in the biggest, 
most charitable undertaking ever launched there 
— that of raising $100,000 to help the Sisters meet 
unforeseen costs incurred in constructing the 
new wing. 
Improvements Near Completion 

The ‘extensive remodeling and improvement 


program at St. Joseph’s Hospital, Chippewa Falls, 
underway for several months, is rapidly nearing 


completion, making this well known institution 
which has been in operation for more than # 
years, one of the most modern in that section 
of the country. 


K. of C.’s Furnish Blood Bank 

The local Knights of Columbus in Seym 
have completed arrangements to furnish a blood 
bank at St. Vincent’s Hospital, Green Bay. Th 
blood will be free to anybody who needs it. Te 
Hittner clinic there will file a record of donor 
and the type of blood each one gives. 


X-Ray Technicians Graduate 

Five X-ray technicians received their diploma 
February 16, at St. Joseph Hospital, Milwauke 

The speakers at the graduation were Mr. 4: 
fred B. Greene, executive secretary, America 
Registry X-ray Technicians, whose topic ws 
The American Registry and American Society 
X-ray Technicians; and H. O. Mahoney, eduw 
tional department, G.E. X-ray Corporation, (hi- 
cago, who spoke on Duties of the X-t) 
Technician. 


CANADA 


To Enlarge Nurses’ Home 

The construction of a $500,000 addition to th 
nurses’ residence building of Hotel Dieu Hospite! 
Kingston, Ont., will start soon. 


Return After Three Centuries 

With the construction of a 10-story, modem 
200-room hospital at Sillery, on the outskirts © 
Quebec, the nuns of the Hospitaller Augustiniat 
of Mercy will return to the area where the! 
community was established in Canada. The ne? 
hospital is planned by the authorities of the Hott 
Dieu Hospital, which the Sisters operate. 

In 1637, desiring to establish a hospital amot 
the Indians at Sillery, the Duchess of Aiguillit 
was persuaded to found it in the village “ 

(Continued on page 64A) 
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Nl aig i, 


a, According to Independent 
Testing Laboratory Report! \ ... removes more 


That’s the remarkable performance . . 

turned-in by Car-Na-Var in recent tests | dirt per minute 
conducted by an authoritative, inde- 

pendent university organization. Yes, of 

all cleaners tested, the new, silent, Car- h h 
Na-Var Vacuum Cleaner removed more % t an any ot er 
dirt per minute than any other machine! 

Never before has a portable heavy- . i 
duty vacuum machine offered such pow- machine tested. 
erful cleaning action plus such quiet, 
efficient operation. Designed for both 
“wet”’ and “dry”’ pick-up, the new, silent 
Car-Na-Var is the ideal machine for hos- he 
pitals, hotels, schools, offices and other 
buildings where fast, quiet, efficient 
cleaning is essential. Reversible squeegees 
inside the nozzle—an exclusive Car-Na- 

Var feature—helps increase cleaning effi- 
ciency! New compact design makes the 
Car-Na-Var easy to use .. . easy to keep 
clean. Sturdy construction means trou- 


—___. 


—_ ble-free operation . . . long life. 
Wye Write for free circular that fully de- 
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E&J presents the ‘IVR’ | 


RESUSCITATOR 
INHALATOR 
ASPIRATOR 


New In design, and 
engineered on clin- 
ically proved prin- 
ciples. A three-pur- 
pose instrument for 
combating asphyxia 
in the modern hos- 
pital . . . Surgery 
- « + Pediatrics... 
Obstetrics... 
Emergency. 
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E& J MANUFACTURING CO. 
6116 SAN FERNANDO RD. + GLENDALE, CALIF. 


Place check in proper place Indicating your preference 
and mail this.coupon to the E & J office nearest you. 


q E & J Manufacturing Co. 


Department HP4 


Gentlemen: 
(C0 Please send literature. 


Name 
Title 
Address 


Pewee ee = 


Drexel Bldg... ... 

313 University St... .. 

69 E. 4th South St. Salt Lake City 
17 East 42nd St. New York City 
1618 Franklin St... .. Oakland 
585 Boylston St...... 

3329 W. Washington Blvd. Chicago 
3900 Grandy Ave... .. 


(C0 Have your representative call for an appointment. 


PIONEERS AND SPECIALISTS IN MECHANICAL ARTIFICIAL RESPIRATION 
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(Continued from page 62A) 
Quebec by religious authorities. However, Quebec 
was found unsuitable and the Sisters were sent 
to Sillery, where a site had been granted them. 
The nuns remained there four years, from 1640 
to 1644, braving Iroquois raids, until the danger 


became acute. Father Bressani, a Jesuit, who 
had been taken captive, overheard the Iroquois 
talking of an attack on the hospital. He sent 
word to Quebec through a friendly Huron. For 
their own safety, the nuns were ordered back to 
Quebec by the governor of the province and have 
remained there since that time. 


Performs Rites High on Scaffold 


On a windswept sixth floor girder of the new 


Laurentian Hotel, in Montreal, the last rites of 
the Church were administered by a priest who 
braved the hazards of wind, cold, and tricky 
footing. 

A steelworker suddenly slumped from his lofty 
working perch, victim of a heart attack. A small 
plank, acting as a catwalk, prevented the worker 
from falling 70 feet to the ground below. As 
fellow workmen rushed to his assistance, emer- 
gency telephone calls were made to a hospital for 
medical aid, and to St. James Cathedral for a 
priest. 

As a gathering crowd of onlookers craned their 
necks to watch, both priest and doctor unhesi- 
tatingly set about making their tortuous way 
via ladder and girder to the sixth floor level. 
Both arrived at his side a few minutes before he 
died, and the priest was able to administer the 
last rites. 


Amalgamation Now Reality 


An important development has taken ply 
in the organization of a hospital group in Ney 
Brunswick; the various hospitals in the proy. 
ince have banded together and now form 4 
strongly constituted institution. 

Three hundred and ten years ago, Jeron 
LeRoyer de la Dauversiere and Mlle, Mars 
de la Ferre founded the Institute of the Re. 
gious Hospitallers of St. Joseph, LaFlec 
France. Their principle work is the cart of the 
sick in hospitals, and they were founded wit 
the intention of sending members to Cana 
as soon as the country was prepared to receive 
them. 

M. de la Dauveriere was the procurator of 
the Company of Montreal who founded this 
city by sending out settlers and supplies x 

_ their own expense. Jeanne Mance came ty 
Canada with the first group of settlers in 164) 
and founded a hospital to care for the sic 
and wounded white men and Indians. Sevep. 
teen years later, she went to France ad 
brought back three Religious Hospitallers 
from LaFleche. The story of the beginning 
of this hospital is a long recital of hardships 
of all kinds — cold, famine, fires, etc 

In spite of these conditions generous youn 
women joined the ranks of those first Mother 
and in 1874 when the country was beginning 
to develop, three Sisters were sent to open: 
Hotel Dieu in Kingston, Ontario — then Upper 
Canada. Later, other Sisters from Montred 
and Kingston founded other hospitals which 
in turn sent out Sisters to commence hospital 
in other places, 

In 1946, the Sisters of this Institute owne 
the following: In the province of Quebec— 
2 hospitals, 1 hospital in construction; On 
tario—3 hospitals, 2 houses for the aged 
1 orphanage; Alberta—1 hospital; United 
States—9 hospitals; New Brunswick—5 
hospitals, 3 houses for the aged, 2 sanatoria, 
1 Lazaretto, 3 academies and boarding schools 
1 orphanage, | hospital in preparation. 

In the middle of the nineteenth century lep- 
rosy was prevalent along the northeast coat 
of New Brunswick. The government tried to 
confine these lepers to Sheldrake Island 
Miramichi Bay, but the living conditions wer 
so terrible that the lepers set fire to thei 
shed — for that is all that it was — so as t0 
force the government to come to their reliel 
All that was done was build another barrack 
for them in Tracadie, a village at the mouth 
of the Tracadie River, which empties into the 
Gulf of St. Lawrence. Here conditions wet 
no better. Men and women were livin 
together with no one to care for them or help 
them in any way. Bishop Rogers of Chatham 
learning of this, appealed to the Sisters of tht 
Hotel Dieu of Montreal for help, and in 186 
Sisters from that community came to found 
the Lazaretto. In a comparatively short time 
the effects of the good Sisters were evident 
These Sisters later built a general hospital an 
then a large boarding and day school. In Ja 
uary, 1944, the hospital and monastery wet 
burned. These were rebuilt and opened ™ 
July, 1946. 

(Concluded on page 66A) 
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Hospital Activities 


(Concluded from page 64A) 

Bishop Rogers, feeling that the Sisters 
would not be able to remain at Tracadie, built 
a hospital at Chatham and requested more 
Sisters from Montreal. These arrived in 1869 
and began a boarding and day school and later 
a hospital. 

In 1873, it was the turn of St. Bazil, a vil- 
lage town just east of Edmundston, to receive 
a group of the same Sisters. They also opened 
a school and then a hospital. 

In 1888 we find three of these Sisters from 
Montreal and two from Chatham arriving in 


Campbellton where they opened a school. 
Two years later they moved to their present 
property on the hill, and opened their hospital 
the same year. 

Since October, 1946, a Hotel Dieu Hospital 
is being prepared in Dalhousie. The work has 
been delayed because of the slow delivery of 
materials but it is expected that this institu- 
tion will open its doors within a short time. 

These institutions are well known and are 
considered progressive. They followed the 
same Constitution and an edifying union ex- 
isted among them. Nevertheless, each house 
had a separate organization, was independent 
of the other, and its action was limited. It 

-possessed its own novitiate, where aspirants 
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were trained for this life of service. 

Basing their consideration on the Princip 
that in union there is strength and wishing ty 
be assured of the survival of their institutigg, 
the religious of the various houses have Joy 
sought to place themselves under a centpy 
administration. During the past 25 years actiy 
measures have been taken toward this end, an 
meetings of the superiors and delegates wij, 
Church authorities took place. Finally, a , 
result of these proceedings, the Sacred (yp. 
gregation of Religious (consisting of high ray. 
ing prelates) at Rome, issued a decree datgj 
September 12, 1946, uniting the houses oj 
Tracadie, Bathurst, Campbellton, Sorel, Vallx 
Lourdes, St. Bazil, and their daughter hous 
into a new Congregation called the Sisters 
Hospitallers of Saint Joseph of New Bru: 
wick. 

The new congregation comprises the folloy. 
ing houses: 

Tracadie: having a Lazarette; a boarding 
school and academy; a 75-bed hospital. 

Bathurst: an 80-bed hospital opened i 
1942. 

Campbellton: a 200-bed hospital. 

Sorel: a 150-bed hospital in construction 

Dalhousie: a 30-bed hospital in preparation 

St. Bazil: a 150-bed sanatorium; a home for 
the aged; an academy and boarding school 
an orphanage. 

Edmundston: a 200-bed hospital opened i 
November, 1946. 

Van Buren, Maine: a 25-bed hospital. 

Vallee Lourdes (two miles west of Bathurst 
a 110-bed sanatarium; a home for the aged 
the mother house and novitiate. 

The central administration consists of «& 
perienced religious. Each house has its local 
council consisting of a Sister superior, an 
sistant superior, a Hospitaller, and a bursar 

While the internal organization of thes 
groups has been changed, the external policié 
and aims will remain unaltered, unless it & 
toward an ever greater progress and an eve 
greater perfection. They will be governed | 
a new Constitution, one more suited to preset 
conditions. The novices will be trained in om 
novitiate, and the individual needs of the ho 
pitals will be met by the interchange of Sisters 
A Resume 

During the year 1946, the Hotel-Dieu @ 
Saint Joseph, in Bathurst, N.B., admittet 
2601 patients. The total number of hospité 
days’ care was 27,859. There were 398 births 
1230 surgical operations, 6514 laboratory & 
aminations, and 2291 X-ray examinations, bt 
sides the various other miscellaneous servitt 

Fourteen nurses graduated from the trainitt 
school, and five young ladies after followit 
the 18 month course as nurses’ attendants as 
graduated from the training school. 

The Hotel Dieu added to its laboratory + 
partment during the past year an electroc 
diograph. New devices were added to the # 
aesthesia department, rendering the surged 
task less tedious and decreasing operatit 
risks. 

In the admission office, a new electromat! 
typewriter was added, having been donated)! 
the ladies’ aid. 
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! illustrated circular in 
which is pictured the entire 
line of Hollister Birth 
Certificates. Other items 
of our setvice are pictured 
and fully described. 

Items comprising the 
Hollister Birth Certificate 
Service are listed below: 


Hollister Quality 
Birth Certificates 


Frames for 
Birth Certificates 


Perfected 
Footprint Outfits 
Long Reach 
Seal Presses 
Graduation Diplomas 
for Schools of 
Nursing 
Stationery for 
Hospitals & Schools 
of Nursing 
We are mailing the file folder to 


all hospitals. If not received by your 
hospital, please write for it. 








Franklin C. Hollistér, 


538 West Roscoe St. 
CHICAGO 13 
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iieabiatien, kien, and Sales News for 
Hospital Buyers 


INFANT OXYGEN TENT 


The Mt. Carmel model new-born oxygen tent, 
manufactured by Continental, may be used on 
any bed or bassinet. It has a transparent dis- 
posable canopy which may be discarded after use 
to eliminate danger of cross infection and to 
save time in cleaning. 






Mt. Carmel Mode! 
Newborn Oxygen Tent 





Disposable Oxygen Tent by Continental 
Hospital Service, Inc. 


The tent frame is 914 inches wide, 7 inches 
high, and 734 inches long, made of steel wire 
with copper pipe oxygen intake, all parts alumi- 
num plated. With the tent removed, it may be 
sterilized with steam or antiseptic fluids. The 
Mt. Carmel New-Born Tent, with the ‘“Conti- 
nentalair” iceless oxygen tent and infant tent 
completes the hospital requirement. 

Continental Hospital Service, Inc., 18636 De- 


troit Ave., Cleveland, Ohio. 
For brief reference use HP — 410. 


NEO-SYNEPHRINE 
HYDROCHLORIDE 


Neo-Synephrine is closely related to epinephrine 
and ephedrine. It is stable and resists decomposi- 
tion by boiling, exposure to light and air, and 
contact with alkaline solutions. For nasal con- 
gestion. It is supplied as an Elixir (0.1%) in 
8-oz. bott'l*s; an Emulsion (0.25%) in 1-oz. 
bottles; a jelly (0.5%) in 15-gm. tubes; a Solu- 
tion (0.25%) in 1-, 4-, and 8-oz. bottles; a Solu- 
tion Aromatic (0.25%) in 1- and 8-oz. bottles; 
a Solution (1%) in 1-, 4-, and 8-oz. bottles; and 
a Solution (Parenteral 1%) in 1-cc. ampuls and 
5-cc. vials. 

Winthrop Chemical Co., 
New York 13, N. ¥Y. 

For brief reference use HP — 411. 


SILVER ANNIVERSARY —1922-1947 

This is the 25th year of the Harold Supply 
Corporation, New York City. Mr. Harold Gor- 
don, president, established the business in 1922 
to provide housekeeping and supply requirements 
of hospitals, schools, and institutions. re 80-page 
anniversary catalog features many new items in 


Inc., 170 Varick St., 


stainless steel equipment and furniture. Copies 
are available on request. 
Harold Supply Corp., 100 Fifth Ave. New 


York 11, N. Y. 


THE HOSPITAL PHARMACIST 

“The Modern Hospital Pharmacy” was the title 
of a discussion, March 31, by Don E. Francke, 
chief pharmacist at University Hospital, Ann 
Arbor, Mich. The talk was one of “The Doctors 
Talk It Over” radio programs sponsored by 
Lederle Laboratories Division of American Cy- 
anamid Company, 30 Rockefeller Plaza, New 
York 20, N.-Y., broadcast each Monday at 
10 p.m. ES.T. 


Duties of the hospital pharmacist, according \) 
Mr. Francke, include drawing up specificatioy 
for the purchase of all drugs, chemicals, ay 
pharmaceutical preparations. He must Select basi 
chemicals and crude drugs used in his own cop. 
pounding procedures and for special prescription, 
developed by hospital medical staffs, and he mys 
be prepared to produce any of the preparatioy 
listed in USP, NF, and the U. S. Dispensary, 
instructs student nurses in materia medica an 
teaches interns how to write prescriptions, f 
gives information on new drugs to the medic 
staff, prepares biological stains and_ diagnos; 
agents for the laboratory, and prepares photo. 
graphic solutions. He prepares sterile solution 
for injection under the skin, which demand gry 
accuracy. The hospital pharmacist is a membe 
and secretary of the hospital pharmacy and then. 
peutic committee responsible for the selection of 
drugs used in the hospital, and, where the formp. 
lary system has been adopted, he is essential tp 
the preparation of this publication. 

Approximately 15 hospitals now offer intem- 
ships in pharmacy, said Mr. Francke. 


SEXTON BRANCH IN 
PHILADELPHIA 


John Sexton & Co., has opened a new sales ani 
warehousing branch in Philadelphia at Chestny 
St. and Delaware Ave. The new branch will serv 
eastern Pennsylvania, Maryland, Delaware, wes 
ern New Jersey, and other parts of the Phik- 
delphia area formerly served from Long Island 
City, N. Y. 


RESEARCH ON CARONAMIDE 

Dr. W. M. Nicholson, of the school of medicix 
of Duke University, and Dr. R. A. Goodwin, 
the school of medicine of Vanderbilt University 
have received research grants from Sharp | 
Dohme, Inc., Philadelphia. Both grants are {in 
clinical studies on the evaluation of caronamit 
a new drug recently announced by the Shar t 
Dohme medical research division. 

Used in conjunction with penicillin, caronamit 
inhibits the excretion of penicillin from the bod 
and serves to maintain high therapeutic concentr 
tions of the antibiotic in the blood for a long 
time. 





E & G Microscope Lamp by Clay-Adams Co. 


E & G MICROSCOPE LAMP © 
The E & G Microscope Lamp is a highly ¢- 
cient, low cost microscope lamp for precise tral 
mitted dark field or oblique illumination ® 
microscopy, photography, macrophotography, 
low-power microprojection. For particulars wi 
to: 
Clay-Adams Co., 
York 10, N. Y. 
For brief reference use HP — 412. 


Inc., 44 East 23rd St. Ne 


(Continued on page 71A) 
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Around The Wards With Kelloggs 
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; PATIENT WIGGINS- By jingo! A redheaded nurse WORSE WIUSON- Breakfast rounds go faster ’n 


to bring me my favorite Kellogg cereal each morning. scat—with Kellogg’s Individuals helping out. So con- 
Who’s old? Why, I’m just beginning to enjoy life! venient. That clean, white package is sanitary —saves 
(Young or old, most patients prefer Kellogg’s.) dishes, too. Here’s your breakfast, sir! 
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DIETITIAN BURNS: Thank goodness for Kellogg’s GRAND NOTRITION: av of the Kellogg cereals 


g-r-r-and line-up of cereals. They do help with menus. either are made from the whole grain or are restored to 
Enough assortment to tempt the most finicky patient. whole grain nutritive values of thiamine, niacin, and 
So easy to digest—and nutritious! Gosh, I want some! iron, Grand nutrition—p/Jus Kellogg flavor! 

















Great Time-and-Dish Saver - KELLOGG’s EXCLUSIVE KEL- BOWL- PAC 


, aS Z- 








rhly eft- 
eg Open the package... Add cream and fruit . . . Eat right out of the leakproof package... 
phy, ane 
rs writ Be sure your wholesaler salesman keeps your 
st., New assortment of Kellogg’s complete at all times. 
5 
2. Made by —THE GREATEST NAME IN CEREALS 


Battle Creek and Omaha 
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Specify 
Theos. Moulding 


FLOORS 


for these “BUILD-RIGHT” reasons... 


Impressive Beauty . . . Thos. Moulding Moultile Floors jend 
character and dignity to lobbies, entrance halls and corridors, The 
sparkling fresh colors, subtly interwoven with crisp, distine More 
veining, have clarity and depth of tone. With its satin-smooth, Boytes v 
light-reflecting surface, Moultile brings cheer into patient rooms April 20- 
Artistic requirements can be fulfilled with custom-designed Qe 
Moultile floors . . . without resorting to costly special fabrication, =F 
Foot-friendly Comfort . . . Moultile is quiet, slip-safe and com- During 
fortably buoyant underfoot. It does not absorb odors —_ 


Time-defying Durability . . . Since colors and texture are uniform ah 
om 


throughout its thickness, hard wear leaves no noticeable marks on This 
Moultile floors. There is no need for costly periodic refinishing. Bpint pre 


Lustre-bright maintenance is easy and inexpensive with Thos ety anc 
ion, a C 
ule con 


5 All-around Adaptability . .. Thos. Moulding makes a wide range fis drea 

JOH MN VAN 4 of materials suitable for every hospital need. There’s Non-slip 
Safety Tile for the danger spots . . . Greaseproof Tile for kitchens PRESII 
and behind food serving counters . . . Acid-Resistant Tile for Preside 
c i Re Ss T C E & T U RY laboratories . . . Greaseproof-Conductive floors for operating rooms jfmacists f 
Underlayments to provide sound floor foundations. Our Approved ; ao 
. Contractors know how to apply these and other Thos. Moulding isociatic 
Parallels Progress in Materials. Their recommendations are sound, and their workman- xcasion 
ship competent and responsible. Before you build or remodel, j##armacy 
write for our catalog and the name of your nearby Thos. Moulding = 


e 
Hospitals Approved Contractor. THOS. MOULDING FLOOR MFG. C0, Bove th 
165 W. Wacker Drive, Dept. HP-4, Chicago 1, IIl. ll of our 
search 1 


Joseph Lister received his B.A. from London ped rem 
: : -, vi disease 
University the year John Van first made kitchen “The p 
, ; ublic he 
equipment for hospitals—1847. Many 0 
By the time he had proven his new antiseptic a 
) pharmaci 
dvise pz 

e 


Moulding Materials. 


y . . 

plans twenty years later, Van was pioneering 

‘ reatment 

design and manufacture which simplified sani- e L R 0 the sic 
In mak 


merican 


Every advance of the metallurgist, the engi- e ~ pay 

t 

neer, fabricator, Van has applied to the manu- fro m Plasti cs Ares 
parti 


. . , between 
Thos. Moulding provides modern flooring throughout modem ies 


Whatever delays your needed expansion now, hospital structures like this Nurses Home at Mercy Hospital, De 
Moines, Iowa. 


tation in the preparation and service of food. 


facture of the ideal hospital kitchen. 


use the time meanwhile to insure that all recent 
refinements are incorporated into your new John 


Van kitchen plan. 


The John Van Range C 


EQUIPMENT FOR THE PREPARATION AND SERVING OF FOOD 


DIVISION OF THE EDWARDS MANUFACTURING CO. 
Branches in Principal Cities 


765-785 EGGLESTON AVE. CINCINNATI 2, O. 
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(Continued from page 68A) 


(HAIRMAN OF CANCER CRUSADE 


Henry W. Gadsden, director of the pharmaceu- 
tial production and warehousing division of 
urn & Dohme, Inc., Philadelphia, has been ap- 
inted chairman of the local business and indus- 
iy division of the Cancer Crusade, a campaign 
iy raise $365,000 in Philadelphia. The campaign, 
, national project, begins April 1 and runs 


Supplies 





RS 
















S$ v6. Mihough the month of April. 
ts end MPHARMACIES TO EDUCATE PUB- 
rs. The 9 LC ON CONTROL OF CANCER 
distinet More than 16,000 pharmacies in the United 
smooth, [Esuies will dedicate National Pharmacy Week, 
rooms, jgipril 20-26, to public education on the control of 
- acer, according to an announcement by Dr. 
a 1 R. Serles, president of the American Pharma- 
ication, Butical Association. 
J com During the week, pharamcists will distribute 
~ fpwards of 2,000,000 leaflets on cancer control. 
y will install some 15,000 displays on cancer 
niform wntrol in their pharmacies and elsewhere in the 
ymmunity. 
irks on This endeavor by pharmacists represents a 
rishing, Hint program between the American Cancer So- 
Thos fgaty and the American Pharmaceutical Associa- 
‘ in, a co-operative project representing a valu- 
He contribution to the Society’s fight against 
> range his dreaded disease. 
on-slip 
itchens PPRESIDENT LAUDS PHARMACISTS 
ile for President Truman paid his regards to phar- 
rooms (gmacists for their health services to the nation in 

. message made public recently by the American 
proved - ie 4 ; 

; Pharmaceutical Association. Congratulating the 
vulding ociation and United States pharmacists on the 
‘kman- (§xcasion of the 21st observance of National 
model, harmacy Week, the President expressed his 
vulding ust that the pharmacists of the nation will 
mtinue to extend their efforts designed to im- 
CO, Bove the public health by making available to 








ll of our people fruits of modern pharmaceutical 
search resulting in the development of standard- 
med remedies for the treatment and prevention 
bi disease. 

“The pharmacist plays an important role in our 
public health program,” President Truman said. 
Many of our citizens go to the neighborhood 
pharmacy for help in time of illness. The fact that 
harmacists there employed are in a position to 
vise patrons where to go for diagonsis and 
treatment adds materially to the service available 
o the sick,” 

In making public the President’s message, the 
tian Pharmaceutical Association announced 
hat National Pharmacy Week, April 20 to 26, 
ill be dedicated to public education on control 
u cancer. Pharmacists throughout the country 
ll participate through a co-operative program 
etween the American Cancer Society and the 
merican Pharmaceutical Association. 
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Three Funnels in One Made by 
Eastman Kodak Co. 
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A Nurse Never 
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Stands Still 


If nurses could only 
stand still, any uni- [Ba 
form would always 


lo« »k 


wrinkled, 


neat, trim, un- 
but since ; 
they usually are in 
active motion— they 
reach, they stretch, 
they bend—the 
tures of Marvin-Neit- 
zel uniforms become of 
primary importance. 
The patented *Flex- f 4 
sleev construction 
permits the nurse to Big 
do all these things 
without riding up, tug- ; 
ging, straining or 
wrinkling. 


fea- 








*Flexsleev—U . S. Pat. No. 2305406 


MARVIN 9 NEITZEL 


CORPORATION 


102 aes Se. O F 


TROY, NEW YORK 


LEA GOERS HEF 





THREE FUNNELS IN ONE 


A new plastic funnel combination for photog- 
raphers provides three sizes of funnels. There are 
two sections. The larger has an intake diameter 
of 5 in. and a spout of 2 in.; the smaller an in- 
take of 2 in. and a spout of one half an inch. 

Eastman Kodak Co., Rochester 4, N. Y. 

For brief reference use HP — 413. 


FOR PLANNING X-RAY 
DEPARTMENT 


To assist the radiologist, architect, or hospital 
official planning new X-ray facilities, “T.D.S.,” a 
service that makes use of 1-inch scale models of 
X-ray apparatus for Three Dimensional Study, 
is described in a booklet announced by the X-ray 


division of the Westinghouse Electric Corporation. 
The 24-page illustrated booklet gives actual ex- 
amples of T.D.S. applications, first showing the 
layout, then the T.D.S. photograph, and then the 
photograph of the final installation. Available if 
the proposed plan consists of three or more work- 
rooms, this service translates two-dimensional 
blueprints and drawings into three-dimensional 
photographs. It is a workable, effective aid to 
visualizing the proposed installation. Also included 
in the booklet are 10 sample plans for X-ray 
departments. Copies of the booklet (B-3844) may 
be secured from: 

P. O. Box 868, Westinghouse Electric Corp., 
Pittsburgh 30, Pa. 

For brief reference use HP — 414. 


(Concluded, on page 72A) 
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A simplified tube for INTESTINAL INTUBATION 








Described by Dr. Meyer O. Cantor, Detroit, 
American Journal of Surgery, July, 1946 ang 
April, 1947. 


The Cantor Tube — 


The CANTOR TUBE is a latex bag-tipped, mercury weighted, single lumen 
tube. It is 18 Fr. and 10 feet long. Its movement down the alimentary tract 
is actuated by a combination of free-flowing qualities of the mercury and the 
peristaltic action on the bolus formed by the mercury in the bag. Mercury 
is given the maximum motility by the loose latex bag attached distal to the 
tube. It is the only tube utilizing all the physical properties of mercury, 


Tubes are marked as follows to indicate their position: “S” for stomach 
at the 17” mark, “P” for pylorus-at the 24” mark, “D” for duodenum 
the 30” mark, then in feet at the 4, 5, 6, 7, 8 and 9 feet marks. 


Secondary dilatation of the stomach can be decompressed by withdrawing the 
tube a short distance, cutting holes into the tube, and allowing the tube to 
be pulled down by peristalsis at which point the holes will open to the 
stomach which, on applying suction, will be decompressed. 


Replacement latex bags are easily cemented to the tube. 


April, 9 
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Features... 





1. Greater ease of intubation 
and nasopharynx; 
Of 100 cases 96% 


first, ease of passage thru the nares 
and second, ease of passage thru the pylorus, 
were successfully intubated. 












10 TH 
2. More efficient decompression — resulting from larger luminal 
diameter and less possibility of plugging. OF 
3. Complete absence of any metal parts which might injure the AN 
D-110 CANTOR INTESTINAL DECOMPRESSION TUBE, 18 Fr., 10 feet mucosa. 
long, with bag attached. with instructions for use. Each, $7.50 THE 
D-110/B LATEX BAG for Cantor Intestinal Decompression Tube, with in- 
structions for replacement of bag (With each dozen bags one tube ' 
of D-110/C Cement is supplied without charge). fy Di 
Each, $.60-—- Dozen, $6.00 Und 
ae ; nae 
D-110/C RUBBER CEMENT for attaching replacement bags to the Cantor 
Tube. Each, $.25— Dozen, $2.50 rend 2 
Order from your Surgical Supply Dealer pncy’S 
he Cat 


anada 








New Supplies 
(Concluded from page 71A) 


NEW ELECTRO SURGICAL UNIT 

Hanovia has announced that an Electro Surgical 
unit which it has been developing for a number 
of years is ready for the market. Design and 
construction of the instrument has followed the 
progress and development of electro surgery. 
There are two separate oscillator circuits, so that 
cutting or coagulating can be done alone or simul- 
taneously. The knife also operates submerged in 
liquids. 

Hanovia Chemical & Mfg. Co., Newark, N. J. 

For brief reference use HP — 415. 











Electro Surgical Unit by Hanovia 
Chemical & Mfg. Co. 


NEW INFANT OXYHOOD 


The new Infant Oxyhood, developed, perfected, 
and tested over a period of a year through the 
co-operation of Dr. Henry W. Kaessler and the 
pediatric department of Mt. Vernon Hospital, Mt. 
Vernon, N. Y., was featured by the General Hos- 
pital Supply Service in its exhibit at the February 
convention of the American Academy of Pedia- 
trics. 

This is said to be the first hood to enable 
physicians to prescribe and get accurate, adequate 
oxygen concentrations and ventilation, without 
an appreciable carbon dioxide build-up for pre- 
mature and new-born infants. 

The hood of Plexiglas, permits the infant to be 
seen by the nurses from any part of the nursery. 
It is easily cleaned with green soap and water. 

General Hospital Supply Service, Inc., 256 West 
69th St., New York 23 N.Y. 

For brief reference use HP — 416. 


NEW PENICILLIN SYRINGE 


A simple, disposable Penicillin Oil-and-Wax 
syringe has been introduced by Cutter Labora- 
tories, Berkeley. No heating is necessary because 
Cutter Penicillin Oil-and-Wax is liquid and flows: 
like salad oil at room temperature. The syringe 
is ready for use “as is” and requires no refrigera- 
tion. The pull-back plunger permits testing for 
accidental puncture of a blood vessel. If no blood 
is aspirated, the injection may be made with 
confidence. The rubber in which the needle is 
mounted acts as a shock absorber, allowing “play” 
without danger of snapping the needle. The 
syringe is designed to be tossed away after the , 
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penicillin has been used. For further informa 
write: 
Cutter Laboratories, Berkeley, Calif. 
For brief reference use HP —4l/. 


NEW GUTH CATALOG 
A new complete catalog has just been 
nounced by The Edwin F. Guth Company 
St. Louis. This revised GUTH Catalog No. 
covers the entire GUTH line of fluorescent 
incandescent lighting equipment, including | 
latest improvements and new additions. The® 
GUTH catalog contains useful information 
lighting design, accurate light-engineering ¢ 
with complete details and specifications on al 
products listed. GUTH Catalog No. 44A5 
handy reference volume for everyone inter 
in lighting. For your copy, write: 
The Edwin F. Guth Co., 2615 
St. Louis, Mo. 
For brief reference use HP — 418 
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Disposable Penicillin Syringe from 
Cutter Laboratories. 
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